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ADMINISTRATIVE ECONOMY > 


Needle Aulures 


ATRALOC effects appreciable economies: 


LOC 


ATRALOC provides outstanding conveniences: 
e minimizes needle inventories — 
fewer sizes and varieties needed 


e minimal tissue trauma — | 
needle carries single strand | 
eimproved points and consiant sharpness ¢ saves nurse hours 
elonger, more useful flat area — e simplifies replacement problems 
needle won't turn in holder 
e saves time of needle threading | 


e eliminates unthreading during operation 


e eliminates needle preparation 
(cleaning, washing, sharpening) 


SPECIAL ADVANTAGES OF ATRALOC SEAMLESS NEEDLES a TH i Cc oO Re 
ATRALOC Seamless Needles are needles of choice for general closure, 
obstetrics, gynecology and most procedures where catgut is indicated. They SUTURE LABORATORIES 


have a single temper throughout — optimal flexibility and uniform strength INCORPORATED 
without soft spots or brittleness. 


BUTURE LABORATORIES AT NEW BRUNSWICK, N.J.; CHICAGO, ILL.; SAD PAULO, BRAZIL; BYONEY, AUSTRALIA; EDINBURGH, BCOTLAND 
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General Information 


The Journal of the International College of Surgeons is published by the 
International College of Surgeons as its official organ. It is a medium of 
publication for reports of research, clinical observations and experimen- 
tal work in surgery. It serves also to acquaint members of the Interna- 
tional College of Surgeons and all those interested in the advancement 
of surgery throughout the world with the activities of the College, which 
was founded in Geneva, Switzerland, in 1935, and incorporated in Wash- 


ington, D. C., in 1940. 


EDITORIAL REQUIREMENTS. — The 
Journal of the International College of 
Surgeons does not limit publication of 
scientific material to Members and Fel- 
lows of the College. Original articles of 
scientific value are invited from all sur- 
geons, but they will be accepted only with 
the understanding that they are contrib- 
uted solely to the Journal. Nothing that 
appears in the Journal may be reprinted, 
either wholly or in part, without permis- 
sion, except for scientific reference pur- 
poses. The Journal is published under the 
supervision of the Publication Committee, 
who reserve the right to reject any mate- 
rial not deemed suitable for publication. 
The editors accept no responsibility for 
the opinions expressed by contributors; 
signed editorials are the opinions of the 
writer and do not necessarily reflect the 
views of the Officers of the College. No 
responsibility is assumed for the return of 
unsolicited manuscripts. 


MANUSCRIPTS.—Papers should be type- 
written, double spaced, with wide margins. 
When submitted, they must be accom- 
panied by a clear carbon copy, and, if the 
author wishes them returned if not pub- 
lished, by a self-addressed, stamped en- 
velope. It is also advisable that the author 
keep a carbon copy, as used manuscripts 
will not be returned. The author’s full ad- 
dress and his titles and degrees must ap- 
pear on the first page of the manuscript. 


Bibliographic references should follow 
the style of the Quarterly Cumulative In- 
dex Medicus of the American Medical As- 
sociation. All tables, charts and illustra- 


tions should be loose, not attached to pages 
of text material. 


ILLUSTRATIONS.—Photographic prints 
should be large, clear, on glossy paper and 
preferably mounted. Drawings and charts 
should be in india ink on white paper, 
without pencil shading. Negative prints 
of roentgenograms are preferred. All 
illustrations should be numbered and the 
top indicated. Each set should be accom- 
panied by legends numbered to correspond 
but on separate sheets. Points to be em- 
phasized should be clearly indicated for 
the benefit of the engraver. 


REPRINTS. — Articles published in the 
Journal are available. Prices are quoted 
upon application. 


CORRESPONDENCE. — All inquiries 
pertaining to the Journal, to books or 
monographs for review, and to programs 
and reports of proceedings of societies, 
as well as all general correspondence, 
should be addressed to Dr. Max Thorek, 
Managing Editor, Journal of the Interna- 
tional College of Surgeons, 1516 Lake 
Shore Drive, Chicago 10, Ill. 


Advertisements are submitted subject to 
= approval of the Publication Commit- 
ee. 


Correspondence concerning subscriptions 
and advertising should be addressed to 
Joseph J. Boris, Business Manager, Jour- 
nal of the International College of Sur- 
geons, 1516 Lake Shore Drive, Chicago 
10, oc or 1776 Broadway, New York 


Official Journal of the International College of Surgeons, Published Monthly 
PUBLICATION OFFICE: 1516 Lake Shore Drive, Chicago 10, Ill. 
Entered as second class matter at the post office at Chicago, Ill. under the act of March 3, 1879 
Yearly Subscription: Domestic and Foreign, $12.00 
Copyright 1952, by the International College of Surgeons 
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Write For Complete Information 
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Fellows are privileged to wear the hood. The hood is the Doctor's style with 
medicine green velvet. The field is maroon, and the chevron contains the 
official colors of the University that conferred the Doctor's degree. The cap 
matches the gown, and has a medicine green hat band and gold tassel. 


All outfits are made to order to individual measurements. The cap, gown and 
hood costs $75.00, the cap and gown, $59.50. Payment is to accompany the 
order. 
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time for the Convocation at the Seventeenth Annual Assembly of the United 
States Chapter, Chicago, Illinois, September 2 to 5 inc., 1952. 


OFFICIAL OUTFITTERS FOR I. C. S. 


Write for catalogue and measurement chart 


BENTLEY & SIMON, Inc. 


7-9 West 36th Street New York 18, N. Y., U.S.A. 
Established 1912 
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RAIL OF A NEW CONCEPT 


MINOR SURGICAL LIGHTING 


‘The American “18” Pantrak CZ 


ASEPTIC CONTRO 
the 
SURGEON 


WITH A REMOVABLE 
STERILIZABLE 
CONTROL HANDLE 


Plus, © Controls for circulating nurse. 
@ Track mounting for complete coverage of operating field. 


3) Offset spring-tensioned arm for vertical adjustment as 
well as illumination of lateral and perineal approaches. 
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AMERICAN STERILIZER COMPANY 
Pennsylvania 


DESIGNERS AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES 


AND LIGHTS 
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Greater tensile strength : One of the strongest silks 
ever created — smaller diameter sizes can be used every- 
where to minimize trauma and foreign body reaction. 


Withstands repeated sterilization :New Anacap Silk 
can be boilcd or autoclaved six separate times without ap- 
preciable change in either strength or texture. In laboratory 
tests almost the full original strength is maintained even 
after 234 hours of boiling. 


Easier lo handle: Firmer, not limp, Anacap Silk speeds 
operative technic. Braided by a new method that minimizes 
“splintering” and “whiskering” it passes readily through 
tissues. The ease of handling Anacap makes it a “new ex- 
perience” in silk suturing. 


Absolute non-ca pil larily: Having no wick-like action, 
new Anacap Silk is resistant to body fluids and will not 
spread an early localized infection if it occurs. 


Doubly economical: Low in original purchase price, 
new Anacap Silk is also low in individual suture cost be- 
cause of its long sterilization life. 


In sizes 6-0 to 5 on spools of 25 and 100 yards; sterile in 
tubes with and without D & G Atraumatic® needles attached. 


DAVIS & GECK, INC. 
57 Willoughby Street Brooklyn. 1, N.Y. 
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antibacterial action plus 7 


greater solubility 
Gantrisin is a sulfonamide so soluble that 

there is no danger of renal blocking 

and no need for alkalinization. 


higher blood level 
Gantrisin not only produces a higher 
blood level but also provides a 

wider antibacterial spectrum. 


economy 


Gantrisin is far more economical than 
antibiotics and triple sulfonamides. 


less sensitization 
Gantrisin is a single drug—not a mixture 
of several sulfonamides—so that there is 

less likelihood of sensitization, 


GANTRISIN®-brand of sulfisoxazole 


(3.4 dimethy!-5-sulfanil lad 


TABLETS © AMPULS © SYRUP 


HOFFMANN-LA ROCHE INC. 


Roche Park « Nutley 10 © New Jersey 
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ANG For efficient hemostasis — When cat to 
xtmation and actively absorbs up 
a 45 times its weight in blood. 
For safe hemostasis—When left in sit 
Supplied in a variety of convenient 


Let EVANS BLUE DYE 


‘WARNE R’ 


be your guide... 


Where loss of plasma and loss of corpuscles occur 
simultaneously as in hemorrhagic states, or where 
the distribution of hemoglobin and of plasma 
protein occurs at unequal rates, as in chronic illness 
or malnutrition, usual laboratory tests do not 


reveal the true extent of blood deficit. 
Evans Blue Dye ‘Warner’ is accurate. 


Evans Blue Dye ‘Warner’ persists in the circulation, 
is nontoxic in dosages necessary for diagnostic 


purposes and is easily determined photometrically. 


Evans Blue Dye ‘Warner’ reduces surgical risk 
and provides an excellent means for quantitation 


in blood replacement therapy. 


Let Evans Blue Dye ‘Warner’ be your guide to 
preoperative replacement of blood and protein and 


to postoperative intravenous therapy. 


Evans Blue Dye ‘Warner’ is available in 
ampuls of a 0.5% aqueous solution of dye. 
Accompanying each ampul is a 5.0 cc ampul of 
sterile, pyrogen-free Normal Saline Solution. 
Cartons of 6 and 25 twin-ampul units. 


WILLIAM R. WARNER 


Division of Warner-Hudnut, Inc. 


Los Angeles St. Louis 
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THROMBIN TOPICAL 


A solution containing 1,000 units of THROMBIN TOPICAL per cc. 
will clot an equal volume of human blood in less than one second, 
or ten times this volume in three seconds. 


Local application of THROMBIN TOPICAL produoes, hemostasis 
almost instantaneously, for this highly purified blood derivative 
acts directly on the fibrinogen to form a firm, adherent, natural 
clot. Whether you spray, flood or dust it onto affected surfaces, 
THROMBIN TOPICAL will help you to control capillary bleeding 
wherever found. 


THROMBIN TOPICAL (bovine origin) is supplied in vials contain- 
ing 5,000 N.I.H. units each, with a 5-cc. vial of sterile isotonic saline 
diluent. Also available in a package containing three vials of 
THROMBIN TOPICAL (1,000 N.I.H. units each) and one 6-cc. vial 
of diluent. Solutions of the product should never be injected. 
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DETROIT, MICHIGAN 
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To Minimize Emotional Trauma... 
A Rapid and Bland Induction 


VINETHENE®, administered by the simple and convenient open-drop 
technic, induces anesthesia swiftly and not unpleasantly. Recovery is 
rapid and the after-effects are minimal. 


VINETHENE is a particularly suitable anesthetic: 
for inducing anesthesia prior to use of ethyl ether for maintenance... 
for short operative procedures ... 
for complementing agents such as nitrous oxide and ethylene. 


Literature on request. 


VINETHENE 


(Vinyl! Ether for Anesthesia U.S. P. Merck) 
AN INHALATION ANESTHETIC FOR SHORT OPERATIVE PROCEDURES 


COUNCIL. S ACCEPTED 


VINETHENE is a registered trade-mark 
of Merck & Co., Inc. 


MERCK & CO., INC. 
Manufacturing Chemists 


RAHWAY, NEW JERSEY 
in Canada: MERCK & CO. Limited—Montreal 
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in urinary tract infections: 


ANTIBIOTIC DIVISION 


“Terramycin was selected [for 67 patients] in 
preference to other broad-spectrum antibiotics in view 
of high urinary excretion rate following small oral 
doses of the antibiotic.” Post-operative pyuria was 
significantly reduced after 44 major gynecological 
operations, and various other genito-urinary 
complications responded equally well. 

Blahey, P. R.: Canad. M.A.J. 66:151 (Feb.) 1952. 


CRYSTALLINE TERRAMYCIN HyDROCHLORIDE Se 


available as Capsules, Elixir, Oral Drops, Intravenous, 
Ophthalmic Ointment, Ophthalmic Solution. 


CHAS. PFIZER & CO., INC., Brooklyn 6, N.Y. 
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SPRAYING PAINFUL BURNS 
In the exposure technic of treating burns— 
when occlusive or pressure dressings are 
not desirable—to avoid pain in applying an 
antibacterial agent—Furacin Solution is 
being applied in the form of a spray, and 
the area is left exposed. The application 
is painless; the stability of Furacin insures 
retention of antibacterial effectiveness; on 
evaporation of the water, a continuous, 
soft, flexible film remains; readily removable 
by irrigation with saline. 

Literature on request 


NITROFURAN: 


LABORATORIES, INC. antimicrobials 
NORWICH, NEW YORK WS Na 


REASONS FOR EFFECTIVENESS OF FURACIN... 


A wide antibacterial spectrum, includ- —_ Ability to minimize malodor of infected 
ing many gram-negative and gram- _lesions ¢ Stability. 

positive organisms * Effectiveness in 

the presence of wound exudates * Lack —- Furacin® preparations contain Furacin 
of cytotoxicity: no interference with 0.2% brand of nitrofurazone N.N.R. 
healing or phagocytosis * Low inci- in water-miscible vehicles which dis- 
dence of sensitization: less than5% * solve in exudates. 


FURACIN SOLUBLE DRESSING @ FURACIN SOLUTION @ FURACIN ANHYDROUS EAR SOLUTION 
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THESE FACTS ARE CONVINCING... 


Pour-o-vac Seals eliminate the possibility 
of sterile water contamination caused by 
intake of bacteria-laden dust . . . avoids 
contamination by unfiltered air, 


They serve a secondary function of provid- 
ing a dustproof seal for remaining fluid 
when only the partial contents of a con- 
tainer are used. Of importance, they are 
interchangeable with all Fenwal 3000, 
2000, 1000 and 500 ml. containers. 


In permitting contents to be stored for long 
periods under vacuum .. . periodic testing 
for sterility without breaking the hermetic 
seal . . . pouring of contents from a non- 
drip sterile lip, Pour-o-vac seals eliminate 
the wasteful, time-consuming and ques- 
tionably scientific method of sealing with 
gauze, cotton, paper, string and tape. 


ALSO INV ESTIGATE—Fenwal Automatic 
Washing Units, capable of accommodating and 
thoroughly cleansing 4 containers in 30 seconds. 


fom 
GLASS BLOWING (ABORATORY 


AMD CLINICAL MESEAR 
PARATUS REAGENT CHEMICALS 


ORDER TODAY or write immediately for 
further information 


MACALASTER BICKNELL COMPANY 


243 Broadway Cambridge, Massachusetts 
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THE F IRST dependable serum-proofing 
process was another forward step in the 
development of modern sutures, pioneered and 


1870 perfected by Gudebrod. Years of 


“A novel machine intended for ne 4 specialization in the manufacturing of 
aerial navigation,” from a Bett- 
mann Archive print. (No flight 3 non-absorbable suture materials stand behind 


information is given!) 


Gudebrod’s pioneer role in this field. 


THE FOREMOST manufacturer of 


non-absorbable sutures, Gudebrod has pioneered 
in the development of modern suturing 

material, contributing largely to the dependable 
1952 excellence of present-day silk, cotton 


The giant new Lockheed Super- and nylon sutures. 
Constellation, TWA’s most re- 

cent addition to its transconti- 

nental air fleet. 


Gudebrod is foremost with 


Champion Sterile Tube Sutures 


Serum-Proof Silk with swaged-on 
Mintraumatic® needles—Special sizes for: 


Emergency use—Plastic surgery 
Eye—Nerve-Artery— Intestinal suturing 


Intrathoracic blood vessel anastomosis 


Gude b rod Bros. SILK Co., INC. 


225 West 34th Street, New York 1, N. Y. 
ee PHILADELPHIA * CHICAGO * LOS ANGELES * BOSTON * DALLAS 


first and foremost name in non-absorbable sutures 
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‘ 
Specialization for 82 years produces the finest sut 


in TRICHOMONIASIS 


Prescribe 


Unique 
Sounutation 


Outstanding Effectiveness 


987, results as reported by 
Reich, Button and Nechtow 


The powder for office treatment and 
the capsules for supplementary home 
use both contain the same effective 
Trichomonicidal agents. 

Use of ARGYPULVIS provides not 
only prompt clinical response but 
affords more assured control between 
Visits. 

Fill out and mail the coupon for 
professional samples. 


INTRODUCTORY OFFER TO PHYSICIANS: 
On request we will send professional samples 
of ARGYPULVIS (both forms), together with 
reprints of the Reich, Button and Nechtow 
reports. (Use coupon.) 


A. C. Barnes Company 
Dept. CS-52, New Brunswick, N. J. 


ARGCYROL and ARGYPULVIS are registered trademarks, the property of 


A. C. BARNES COMPANY 
NEW BRUNSWICK, N. J. 
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ROPUYS 


one 

million units 
can’t 

be wrong 


(PROCAINE PENICILLIN AND BUFFERED CRYSTALLINE 
PENICILLIN, LILLY) 


Every drop—right down to the last potent, 
vital minim—flows smoothly into your syr- 
inge. This is because ‘Duracillin F.A.’ One 
Million is in a new type of ampoule whose 
interior surface is treated to resist any 
clinging, any waste.* Available now in 
either convenient individual-dose or eco- 
nomical ten-dose sizes. Simply add 0.7 cc. 
of diluent for each injection to provide: 


Crystalline Procaine Penicillin—G 
Buffered Penicillin—G, Crystalline-Sodium 


Remove risk of undertreatment. Use free-flowing, long-lasting injections of 


DURACILLIN MILLION 


FOR AQUEOUS INJECTION 


in waste-free ampoules 


750,000 UNITS 


| 
| 
| 
| 
250,000 UNITS 


Total 


*A pharmacologically inert 
silicone-compound coating on 
glass which reduces adher- 
ence of fluids to a minimum. 
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1,000,000 UNITS 
| 


ELI LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S. A. 
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in the tremendous advances made 

by science and technology during 
the forty years in which I have practiced 
orthopedics. I am sure no surgeon feels 
himself capable of practicing, or even of 
advising his patients, in matters concern- 
ing all specialties of medicine. The Col- 
lege has instituted a program that will 
bring speakers representing the various 
specialties to the special sections. This in 
turn will afford all members the oppor- 
tunty to keep abreast of the progress 
made in allied fields of surgery. 

It is the purpose of this communicator 
to present some of the advances made in 
that field of orthopedic surgery which con- 
cerns restoration and preservation of the 
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functicn of the skeletal system, its joints 
and associated structures. 

Scope of the Field Concerned.—It is 
obviously impossible to discuss thoroughly, 
in one Journal article, all the recent re- 
search, as well as all the surgical and 
nonsurgical methods of treatment and 
their results in so vast a field. Space does 
not even permit adequate discussion of 
publications or of the achievements of men 
who have contributed to the progress of 
orthopedic surgery. I shall not be able 
to submit statistical data; I shall have 
to rely on my personal opinions, gained 
from actual experience, on observations 
made during the course of my service with 
the late Dr. Arthur Gillette of St. Paul, 
and on my service of thirty-nine years as 
an orthopedic surgeon at the Mayo Clinic. 
To these I can add impressions gained 
from attendance at meetings and visits 
to clinics in the United States, Europe and 
South America over a period of years. 
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When I began to practice, orthopedic 
surgery was accorded little or no recog- 
nition. It was, in fact, opposed by many 
general surgeons. Moreover, there was a 
bitter struggle among its own early leaders 
as to whether the new specialty should be 
confined to conservative therapeutic meas- 
ures of treatment or should include actual 
surgical intervention. The strap and 
buckle, the brace, the plaster of paris 
cast, manipulation and the occasional per- 
formance of tenotomy gradually gave way, 
and the specialty became recognized as 
a major field of surgery. The advances in 
aseptic surgery, roentgenology, bacteriol- 
ogy and pathology are only a few of the 
factors that have made possible the great 
improvement in diagnosis, treatment and 
prognosis. The casualties resulting from 
civilian, industrial and war injuries de- 
manded special care, and the orthopedist 
was found to be fitted to assume the 
responsibility. A tremendous increase in 
the number of facilities for the care of 
the disabled took place, and was accom- 
panied by a great increase in the number 
of men who embraced orthopedic surgery 
as a career. 


General Factors Influencing Progress.— 
Cooperation of the Family Physician with 
the Specialist—An observation that im- 
pressed me early in my career is still of 
utmost importance, namely, the need of 
cooperation between the general practi- 
tioner and the specialist. The physician 
who sees the patient first should know the 
scope of the various specialties and be 
alert to recognize the value of early con- 
sultation. Certain conditions require spe- 
cial care which the family physician is 
not trained to provide. Delay in consul- 
tation may result in permanent disability 
of the patient. For example, when Volk- 
mann’s ischemic contracture or acute oste- 
omyelitis occurs, the time available in 
which expert care can cure the patient 
or prevent extensive and disabling prog- 
ress of the disease is only a matter of 
hours. Too often, delayed consultation 
results in extensive changes in both soft 
tissues and bone to such a degree that the 
most expert surgical care and prolonged 
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treatment are of little avail. Deformity 
and permanent disability result. 

Fortunately, there is an increasing trend 
toward early and more frequent consul- 
tation in all branches of medicine and sur- 
gery. Orthopedists constantly call on pedi- 
atricians, neurologists, pathologists, bac- 
teriologists and others for counsel anc 
consultation. They also seek the aid of 
others in their own field. Increased con- 
sultation of the orthopedist with those in 
other fields of medicine has led to exten- 
sive research and to discoveries that have 
altered professional concepts of diseases 
and deformities of the bones and joints 
and the treatment and prognosis of them. 
Progress in the treatment of rickets is 
an example of this. 

On the other hand, I have observed that 
more and more reliance is being placed 
on laboratory reports, the making and 
interpretation of which are largely in the 
hands of technicians who are not doctors 
of medicine. There is no question of the 
value and necessity of laboratories, but 
surgeons must not underestimate the clin- 
ical signs and symptoms and, by so doing, 
substitute reports for experience, labora- 
tory work for good judgment, and appara- 
tus for common sense. 


The Influence of Societies, Journals and 
Institutions. — Numerous local, national 
and international societies provide the 
opportunity for good fellowship and the 
exchange of ideas with fellow-workers of 
wide experience. Such societies stimulate 
and favor the spread of knowledge of dis- 
eases and deformities that concern the 
specialty. As a result of this happy inter- 
change of knowledge, the public, the med- 
ical profession and teaching institutions 
have come to recognize orthopedic surgery. 
The experience of French and Italian sur- 
geons, who see and treat congenital dis- 
locations of the hips in numbers that 
reach the thousands, is an example of this; 
those orthopedists who live in countries 
in which the deformity is uncommon pro- 
foundly appreciate the opportunity, at 
international meetings, of hearing such 
authorities. Surgeons have traveled to 
distant clinics to see for themselves and 
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to judge at first hand the efficiency of 
what they have heard presented at inter- 
national meetings. Such men have brought 
home methods of great value to their 
patients. 

The American Academy of Orthopaedic 
Surgery is the largest and most influential 
of the specialized groups. Its annual meets 
are attended by several thousand surgeons 
from all parts of the world. The Interna- 
tional Society of Orthopedic Surgery and 
Traumatology meets and publishes its pro- 
ceedings triannually. 

Journals devoted to medicine gradually 
begin to include papers on orthopedic 
surgery, but, as the importance of the 
specialty became more and more evident, 
journals specifically concerned with ortho- 
pedic surgery appeared. Today there are 
many such journals, issued by private 
clinics and sectional, national and inter- 
national societies. The Journal of Bone 
and Joint Surgery is outstanding. It is 
the official publication of the American, 
British, Australian and Canadian associ- 
ations, the American Academy of Ortho- 
paedic Surgery and the American Society 
for Surgery of the Hand. 

Many national journals are publishea. 
Excerpta Medica includes all orthopedic 
papers in its abstracts of the world’s med- 
ical literature. The Journal of the Ameri- 
can Medical Association publishes the pro- 
ceedings of the Section on Orthopedics of 
that association. Your own monthy jour- 
nal, with its world-wide circulation, influ- 
ences all branches of surgery. It publishes 
papers from the international congresses, 
national chapter assemblies and sectional 
meetings of the International College of 
Surgeons, as well as worth-while papers 
from nonmembers of ethical standing. It 
is evident that publications devoted to 
orthopedic surgery play an important part 
in the progress of the specialty. 

Institutions for the care, education, 
physical therapy and rehabilitation of the 
orthopedic patient, and departments con- 
cerned with such work in general hos- 
pitals, offer a vast opportunity for re- 
search and the teaching of orthopedic 
surgery. 
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The Influence of Industry and War.— 
The increase in the number of adults seek- 
ing assistance because of disability led to 
compensation laws. Returning disabled 
veterans and patients with such diseases 
as chronic rheumatoid arthritis required 
hospitalization; and the increasing num- 
bers of industrial and highway accidents 
gave further impetus to the already impor- 
tant specialty. 

The First World War made it evident 
that there was a great need for surgeons 
qualified to save life from gunshot frac- 
tures, to prevent resultant disabilities, to 
restore function and to rehabilitate ortho- 
pedic patients. Sir Robert Jones, knowing 
that orthopedic surgeons had the qualifi- 
cations for these tasks, called for official 
recognition of the specialty. He asked for 
more beds for war casualties with injuries 
to bones and joints. He solicited aid from 
the United States, because at that time 
there were not enough orthopedic surgeons 
available in England. As a result, men 
and supplies were sent from this country. 
But the demand for orthopedic surgeons 
was so great that it was necessary to 
create special schools in which to train 
them. Many physicians and surgeons 
grasped this opportunity and were trained 
quickly to fill the need. Yet, in spite of 
the increase in the number of orthopedic 
surgeons since World War I, the Second 
World War called for sfill more, and addi- 
tional training centers were provided. 

Orthopedics, in the early days of my 
practice, was concerned chiefly with chil- 
dren. Today it appears to concern adults 
who require its ministrations. Injuries 
resulting from war and rapid transporta- 
tion, as well as backache, sciatica and 
arthritic deformities, constitute a high 
percentage of the factors that have 
brought about this change. Since only 
young and physically fit men and women 
were accepted in the armed forces in 
World War II, the return of those who 
were incapacitated from illness and in- 
juries roused the nation, and an _ un- 
precedented program of rehabilitation 
took place. The impetus thus given to 
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orthopedic surgery and allied fields was 
great indeed. 

The foregoing remarks concern but a 
few of the general factors which, in my 
opinion have influenced the advancement 
of orthopedic surgery. But there are other 
considerations of interest. Dr. Custis Lee 
Hall, professor of surgery in the George 
Washington University School of Medi- 
cine, and Dr. George J. Garceau, professor 
of orthopedic surgery in the Indiana Uni- 
versity School of Medicine, cooperated 
with me in presenting these at the recent 
assembly of the United States Chapter 
of the International College of Surgeons. 
Dr. Hall spoke on congenital dislocation 
of the hip, recurring dislocation of the 
shoulder, scoliosis, the surgery of polio- 
myelitis, and tuberculosis of the bones and 
joints. Dr. Garceau spoke on fractures 
of the neck of the femur, the surgical 
treatment of fractures, surgery of the 
hand and the surgical treatment of arthri- 
tis and cerebral palsy. I shall dwell only 
upon a few specific aspects of orthopedic 
surgery in which definite progress has 
been recorded and in which further ad- 
vances seem inevitable. 

Roentgenology.— The remarkable im- 
provement in roentgenograms' brought 
about by use of the Bucky frame and other 
advances in both technic and apparatus 
constitute one of the most important con- 
tributions to the success of orthopedic 
surgery. Better detail in the depiction of 
bones and the consequent enhanced oppor- 
tunities for earlier diagnosis have caused 
treatment and prognosis to improve. Lat- 
eral and three-quarter-view roentgeno- 
grams now permit accurate estimates of 
the position of fractured fragments. Such 
deforming conditions as spondylolisthesis, 
together with defects of the vertebrae, can 
now be diagnosed and classified readily. 
In the past, failure to recognize spondlyo- 
listhesis in roentgenograms was due 
largely to reliance on anterposterior roent- 
genographic views. When the various 
radiopaque contrast media became avail- 
able, differential diagnosis was greatly 
aided, and it became possible accurately to 
ascertain the position of single or multiple 
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intravertebral disks. 

The injection of joints with air or gas 
for roentgenographic delineation provided 
even more opportunities for preoperative 
recognition of internal derangements. 
Foreign bodies can now be more nearly 
accurately located. Gas accumulating in 
the soft tissues is visible. Many tumors 
of bone can be diagnosed before clinical 
signs are evident, and early metastasis to 
the lungs often is observed even though 
its presence has not been suspected. 

Unexplained pain on roentgenologic in- 
vestigation often is found to be caused by 
lesions of bone; this in turn has led to 
earlier diagnosis and to better and more 
successful treatment. Coordination of the 
clinical data with what is observed at 
operation has led to a better understand- 
ing and interpretation of the meaning of 
shadows cast in roentgenograms. 

Osteomyelitis—Advances in the treat- 
ment of osteomyelitis have made control 
of that scourge of adults, as well as chil- 
dren, far more readily controllable. We 
can now look forward confidently to the 
day when the high mortality rates and 
the foul sinuses that accompany chronic 
infection of bone will become rareties. The 
often-repeated operations of curettage, 
sequestrectomy, and wide excision of scar 
tissue in bone and soft tissue, as well as 
the long period of postoperative care, may 
become much less necessary than they are 
now. Maggot therapy, the Carrel-Dakin 
treatment, bacteriophage, vaccines and 
sulfonamides will be employed far less 
frequently. These methods and agents 
still have much value when properly em- 
ployed, and their usefulness is not over, 
but the need for them surely will diminish. 

The cure of acute hematogenous osteo- 
myelitis is dependent on early diagnosis, 
early establishment of adequate drainage 
and the susceptibility of the infecting 
organism to such antibiotic agents as peni- 
cillin, streptomycin and aureomycin. The 
family physician must be encouraged still 
further to bring in his patients on the first 
or second day when they have pain in 
bones, leukocytosis and an increased sedi- 
mentation rate. They should come to the 
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orthopedic surgeon long before there is 
any evidence of osteomyelitis in the roent- 
genogram. On the basis of symptoms and 
palpation of painful areas, the location of 
the infection often may be determined 
early. At this time incision through the 
periosteum and holes drilled through the 
cortex will relieve pain and intra-osseous 
pressure. Extension of infection can be 
prevented, and thromboses which cause 
necrosis and sequestration can be held 
to a minimum. 

Early diagnosis and adequate surgical 
treatment have long produced good re- 
sults; in my own practice, however, I 
rarely had the opportunity of seeing 
osteomyelitic patients until after they had 
undergone several operations and after 
months or years had intervened. In the 
presence of osteomyelitis, operation within 
forty-eight hours and the administration 
of large doses of antibiotic agents cures 
without the formation of sinuses, the oc- 
currence of pathologic fracture or the ex- 
tension of infection into joints. Early 
operation prevents disability and impair- 
ment of function. The patient should be 
examined repeatedly; palpation for new 
or undiscovered areas of infection should 
be done; daily drainage from the oper- 
ative area should be instituted, and roent- 
genograms of painful sites should be 
made. The use of antibiotic agents should 
be continued for a week or ten days after 
the signs of infection and the evidence of 
healing have appeared. This method of 
combined treatment has given results 
that have never been achieved before. 

Chronic Osteomyelitis: After excision of 
scar tissue in bone and soft tissues, the 
combined treatment, with the use of large 
doses of antibiotic agents, may result in 
primary healing of wounds in cases of 
chronic osteomyelitis. Attempts at bone 
grafting immediately after such treat- 
ment have met with some success. I think 
it would be better judgment, however, to 
postpone bone grafting until it is certain 
that the infection has subsided and the 
wound has been healed for some time. I 
have seen grafts extrude and fractures 
occur, making amputation finally neces- 
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sary, and leaving a dissatisfied and bellig- 
erent patient, because bone grafting was 
done too early. When, on the other hand, 
treatment is planned carefully and is suc- 
cessful, the patient is relieved of the need 
for daily dressings, of the onus of foul- 
smelling wounds, and of economic loss, 
disability and chronic invalidism. Such a 
patient, of course, will be most grateful 
because of his return to normal social life 
and occupation. 

Osteomyelitis After Compound Frac- 
ture: The results of careful cleansing of 
wounds, removal of foreign bodies and 
loose fragments of bone, excision of de- 
vitalized soft tissues and the application 
of traction to immobilize the exterm- 
ities have reduced the high mortality 
rates once associated with compound 
fractures from gunshot wounds and 
have promoted rapid healing. The use of 
traction splints and transfused blood or 
blood substitutes has lessened the inci- 
dence of shock. Antitetanic and gas toxins 
and toxoids have been highly efficient in 
the prevention of tetanus and gas gan- 
grene. Use of the sulfonamide drugs and 
antibiotic agents, combined with the fore- 
going methods or agents, permits com- 
pound fractures to heal with union of the 
fractured parts. 

Thus, science and the application of 
modern sound methods of treatment have 
operated to prevent the enormous eco- 
nomic loss resulting from disability and 
the loss of life in civilian as well as in 
military practice. Function of the extrem- 
ities now is preserved by thousands, per- 
mitting rehabilitation and return of the 
patients to gainful occupations. 

Arthroplasty.—There has been a tre- 
mendous change in the attitude of the 
profession toward the care of painful, 
stiff or ankylosed joints. Such procedures 
as use of the pedunculated fascial flap, 
with or without attached fat, fascia im- 
pregnated with chemical agents, double 
layers of fascia, chromicized pig’s bladder 
(Cargile membrane), glass, pyrex, bake- 
lite and vitallium moulds, all have had 
their proponents and have given encour- 
aging results. In  non-weight-bearing 


joints the use of fascia has given good re- 
sults, and this material is still used in 
the jaw and elbow. In the hip, vitallium 
has been found more satisfactory. The 
Smith-Petersen mold generally is ac- 
cepted and gives good results in the hands 
of the skillful surgeon. The mold provides 
a barrier between the operated joint sur- 
faces, is not irritating, permits motion 
with a minimum of pain and discomfort, 
and allows early weight-bearing ; the com- 
plications of prolonged rest in bed are 
avoided, and bed sores and congestion of 
the lungs are prevented. Underneath the 
smooth surface of the mold, nature has 
an opportunity to repair the damaged 
joint. De Palma recently reported an oper- 
ation employed for ununited fracture of 
the neck of the femur in which he did an 
osteotomy 4 inches (10 cm.) below the 
greater trochanter and used a Neufeld 
nail to hold the upper fragment at an 
angle of 135 degyees. He placed a stainless 
steel cup over the upper fragment, and 
detached the gluteus maximus and gluteus 
minimus muscles and reattached them to 
the lower fragment. Vitallium and stain- 
less steel are used for molds in other 
joints, and also for nails, screws and bone 
plates. 

As might be expected in this day of 
great chemical progress, a new material 
has been introduced. It is an inert acrylic 
compound. It has been used as a mush- 
room-like head to replace deformed 
femoral heads, or as a cement-like mix- 
ture that can be prepared in the operating 
room in a few moments and used to fill 
defects in the bone. The Yudet brothers 
of Paris have used an acrylic prothesis 
consisting of an acrylic head to fit over 
the neck of the femur; the head is at- 
tached to a metallic shaft, which can be 
driven into a hole drilled into the femoral 
neck. Modification of the Yudet prosthesis 
soon appeared; at the meeting of the 
orthopedic section of the College in 1950, 
Dr. Earl McBride demonstrated his de- 
sign of a metallic prosthesis and technic. 
At the 1951 Assembly Dr. Roger Anderson 
spoke on acrylic replacement for the head 
and neck of the femur. 
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In my opinion, the use of such acrylic 
protheses as substitutes for damaged 
femoral heads is a most promising pro- 
cedure. I have seen Dr. Yudet remove the 
site of a malum coxae senilis in less than 
thirty minutes, and insert his acrylic 
prothesis. To judge from the condition of 
the patients as demonstrated by him, ex- 
cellent functional results were obtained. 
Such gains as good function, freedom from 
pain and restoration of the ability to walk 
and work, even if only for a period of five 
years, make such a surgical procedure de- 
cidedly worth while. Similar good results 
were observed during my visit to South 
America last year and in the United 
States. The innumerable adults who suffer 
from painful, stiff and deformed hips re- 
sulting from arthritis, fracture and 
aspetic necrosis may now be operated on 
safely and with better assurance that pain- 
less and functioning hips will result. 
Since it takes several years to determine 
the fate of the femoral head in cases of 
aspetic necrosis of the hip, and since the 
ultimate result may be loss of function, 
pain and disability, we may look forward 
to the day when the period of disability 
will be shortened by early operations of 
the Yudet type. 

Arthrodesis.—Surgical fusion of par- 
alytic, diseased and painful joints is one 
of the most effective procedures employed 
by the orthopedic surgeon. Arthrodesis 
performed for chronic, disabling diseases 
of the joints, with excision of diseased 
tissue to obtain broad apposition of the 
ends of the bones, relieves the pain and 
disability. Performed for tuberculosis, it 
stops further progress of the disease. 
When conservative and other surgical 
operations fail, arthrodesis will ensure a 
stable and useful extremity and will per- 
mit return of the patient to useful activ- 
ity and employment. 

Arthrodesis of the spinal column, hip, 
knee, ankle, shoulder, elbow and wrist can 
be performed with improved results by 
the use of bone grafts or inert screws, 
nails or special apparatus to compress the 
resected ends of the bones together. Brit- 
tain has applied an architectural buttress 
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graft after osteotomy of the upper section 
of the femur, combined with inward dis- 
placement of the lower femoral fragment. 
His procedure has produced good results 
in cases of tuberculosis of the hip. Post- 
operative fixation must be maintained 
until fusion is strong enough to withstand 
the stress and strain of function. No in- 
ternal method of fixation in the operation 
of arthrodesis is in itself sufficient to im- 
mobilize; hence, plaster of paris casts are 
indicated. An excellent aid in compressing 
and maintaining the position of the re- 
sected knee is found in the Roger-Ander- 
son apparatus. Streptomycin alone ap- 
parently is not very effective against skel- 
etal tuberculosis unless it is employed as 
an aid to surgical treatment. It has demon- 
strated its value in the healing of sinuses 
and may be used routinely before and 
after operation. It is effective against 
meningitis. 

Patients who suffer persistent pain and 
disability after injury and are unrelieved 
by conservative treatment become dis- 
couraged and may seek permanent com- 
pensation. Such is the case in fracture of 
the ankle and of the subastragalar articu- 
lations; arthrodesis of the involved joints 
will give relief of symptoms and return 
the patient to work. Practically all de- 
formities of the foot can be corrected by 
excision of sufficient bone and the per- 
formance of arthrodesis. Transplantation 
of tendons and the use of the bone block 
for talipes equinus, and tendon transplan- 
tation and subastragalar arthrodesis for 
talipes equinovarus give excellent func- 
tional results as well as normal-appearing 
feet. Tendon transplantation alone has 
not proved satisfactory, especially when 
marked deformity exists. The importance 
of maintenance of the corrected position 
until firm fusion has taken place cannot 
be overemphasized. Arthrodesis of flail 
paralytic shoulders, tuberculosis of the 
shoulder and painful deformed shoulders 
brings to the patient the ability to elevate 
the arm by action of the thoracoscapular 
muscles. Many new means of internal 
fixation are now used, such as _ nails, 
screws and bone grafts; they aid in main- 
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taining apposition of the joint surfaces 
and in preventing adduction of the 
humerus until fusion has become firm. No 
form of internal fixation alone is relied on. 
A plaster of paris cast should be used 
until the fusion is strong enough to with- 
stand the stress and strain of function. 
A graft placed between and into the 
scapula and the humerus is more efficient 
than a graft placed above or to: the side 
of the joint on which the operation is per- 
formed. 

The original methods of fusion of the 
spinal column introduced by Albee and 
Hibbs have been modified by many ortho- 
pedic surgeons, and more nearly certain 
results are being obtained. Some surgeons 
denude the posterior surfaces of the 
lamin, destroy the cartilage of the facets 
and then introduce bone particles and 
freshen the surfaces of ‘the spinous 
processes. They then insert massive bone 
grafts over the entire area to be fused, 
fastening them with catgut, wire or bolts. 
Others use bone sand or chips to fill the 
entire denuded area. 

After considerable experience, I am 
aware that there are many failures of 
operations for spinal fusion; both single 
and double bone grafts have been found 
fractured, even after the introduction of 
cancellous bone and the use of postoper- 
ative belts and plaster body casts. It was 
for this reason that I employed the erosion 
technic and packed cancellous bone par- 
ticles into the articular facets, in addition 
to denuding the entire posterior surface 
of the vertebrae to be fused. I then in- 
serted two massive grafts sutured snugly 
against the spinous processes and lamin, 
and surrounded them by cancellous bone. 

A portion of an elk’s spinal column has 
been shown me in which the articular 
facets were so firmly united as to make it 
impossible to break them apart, whereas 
the intervertebral bodies had no bony con- 
tact. Nature had performed secure fusion. 

Fusion of the spinal column is com- 
monly employed in cases of tuberculosis, 
scoliosis and spondylolisthesis. It is done 
as a measure of relief for chronic back- 
ache and to maintain improved position 
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in combination with the removal of pro- 
truded intervertebral discs. 

Bone Grafting.—After the reports of 
Albee and Hibbs on the treatment of 
tuberculosis of the spinal column by 
fusion, the procedure of bone grafting 
was accorded much favor. It became a 
common practice in operations to fuse the 
spinal column, to induce union or to serve 
as an aid in producing fusion in arthro- 
desis. Autogenous massive bone grafts, 
bone chips and sand and periosteal grafts 
were used with success; homogenous and 
heterogenous grafts also were employed, 
but were not considered efficient. Tools 
were developed for the removal of grafts 
and to facilitate and save time in opera- 
tions. Autogenous nails and screws, to 
fasten bone fragments could be made at 
the time of operation. 

Inclan introduced the use of the bone 
bank, which meant that autogenous bone 
could be stored successfully for long pe- 
riods. Experience has shown that bone 
stored in refrigerators at temperatures 
of 20 to 25 below zero F. will give prac- 
tically as good results as fresh bone. Use 
of the bone bank is now widespread. 
Yudet has used fetal calf bone, obtained 
immediately after the killing of a cow, 
with good results. 

With the discovery of inert metals, bone 
screws were soon replaced. Solutions of 
merthiolate were employed to make cer- 
tain that refrigerated bone remained 
sterile. It now appears that such anti- 
septic measures are not necessary. Bone 
grafts of the fresh or refrigerated type 
have been used in various shapes. Intra- 
medullary grafts have become largely re- 
placed by inlay grafts. Later, massive 
onlay grafts gained preference: the use 
of two half-cylinders of bone has been 
advocated to fill large defects of the shafts 
of long bones. 


After experimental studies, Abbott 
showed that, although cortical bone has 
superior strength, it does not have the 
osteogenic power of cancellous bone. The 
latter, with its porous structure, permits 
more rapid vascularization and formation 
of bone. Soon both cortical and cancellous 
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bone came to be employed. In such con- 
ditions as nonunion, massive grafts can 
be held in position by inert metallic screws 
and cancellous bone can be packed about 
the freshened ends at the site of non- 
union. Inert metallic fixation also is at 
times combined with the use of cancellous 
and osteoperiosteal grafts. 

In an interesting report by Bado it was 
said that improved results are secured in 
fractures of the femoral neck by the use 
of bone grafts combined with metallic 
nails; the incidence of aseptic necrosis 
was said to be lessened thereby. Although 
I have used homogenous bone preserved 
in alcohol, fresh autogenous bone obtained 
during the operation has appeared to be 
the most satisfactory. I think the bone 
bank offers a new and promising field 
in bone-grafting surgery, but further ex- 
perience and time are necessary before 
its value can be evaluated properly. 


Low Back Pain and Sciatica.—One of 
the recent advances, and one that has won 
almost general acceptance among sur- 
geons, is recognition of herniated or pro- 
truded, ruptured intervertebral discs as 
common etiologic factors in low back pain 
and sciatica. After thousands of operations 
by surgeons in all parts of the world, the 
evidence now is conclusive: herniated in- 
tervertebral discs repeatedly have been 
demonstrated compressing the nerve roots. 

Relief of the symptoms of sciatica after 
removal of the protruding portion of the 
disc and its sequestrated, loose fragments 
is immediate and permanent when the 
diagnosis is correct and the surgical tech- 
nic skilful. Symptoms recur in a small 
percentage of cases; recurrence usually is 
due to further herniation of fragments at 
the same site, or at the central or op- 
posite side, or to herniation at another 
level. Because herniation of intervertebral 
discs may occur at more than one level 
at the same time, careful evaluation of the 
clinical data and the use of some radio- 
paque contrast medium in roentgenologic 
studies aid in the localization. When the 
exact location is in doubt, it is wise to 
carry out more extensive exposure and to 
examine the neighboring intervertebral 
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dise for evidence of protrusion. Protruded 
intervertebral discs have been found to 
occur at all levels of the spinal column; 
the lumbosacral and the fourth and fifth 
interspaces are the common sites. The 
making of anteroposterior and _ lateral 
roentgenograms is advisable in every case 
as an aid to recognition of spinal defects 
or disease. Spondylolisthesis, osteoarth- 
ritis with narrowed lumbosacral inter- 
space, tumors and sacroiliac disease are 
only a few of-the conditions or deform- 
ities that may be contributing factors in 
the production of symptoms. They of 
course require treatment in order to ob- 
tain complete relief from long-standing 
complaints of backache with referred pain 
in the lower extremities. 

I do not believe that in all cases back- 
ache and sciatica are due solely to pro- 
trusion of intervertebral discs. (Dr. H. H. 
Young, my former associate, discussed 
this phase of the subject at the 1951 
Assembly.) Bachache may have existed 
for years before an accident or strain 
caused herniation of the intervertebral 
disc and pressure on the nerve roots, with 
the production of sciatica. 

Although excision of protruded inter- 
vertebral discs has given most encourag- 
ing results, it was soon found that the 
postoperative convalescence was not al- 
ways what had been hoped for. The 
sequela of persistent backache soon caused 
some surgeons to advocate fusion of the 
areas about the operative site. Since the 
operative site commonly was in the lum- 
bosacral region, arthrodesis was employed 
increasingly to fuse the lower part of the 
lumbar region of the spinal column to the 
sacrum. (Dr. Padulla discussed five-year 
follow-up studies in the orthopedic sec- 
tion at the Chicago Assembly.) 

I have attended symposiums lasting for 
hours, at which the subject of low back 
pain and sciatica were discussed. I always 
noticed a great variance of opinion as to 
the indications for fusion. Some ap- 
parently have adopted it as a routine 
procedure, while others prefer to limit 
fusion to those patients who have a def- 
inite abnormality or persistence of symp- 
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toms after an operation for protruded 
intervertebral disc. 

It has been my practice, based on ob- 
servation and on experience involving 
hundreds of patients seen before and after 
operation, to limit fusion to those patients 
who complain of persistent backache after 
removal of the herniated intervertebral 
dise or those who complain of a definite 
deformity, such as spondylolisthesis, or 
of some disease such as localized arthritis. 
Certainly, those patients whom I have 
seen repeatedly come in with complete 
disability and excruciating pain along the 
sciatic nerve, and who have been com- 
pletely relieved by excision of the pro- 
truded intervertebral disc, did not need 
fusion. 

Denervation Operations for Persistent 
Morton’s Metatarsalgia and Other Joint 
Pain.—The conservative treatment of 
Morton’s neuralgia in the metatarsopha- 
langeal joint of the fourth toe is not al- 
ways successful. When the condition is 
chronic, surgical operation offers an im- 
proved prognosis. Excision of the digital 
branch of the external plantar nerve on 
the outer aspect of the fourth toe is done. 
Through an incision, preferably of the 
plantar surface, the thickened, neuromat- 
ous nerve is removed, together with the 
metatarsophalangeal bursa, which often 
is chronically inflamed and into which 
the nerve may have invaginated. Evidence 
of displacement of the nerve, adhesions 
and bursitis explain the acute, excruciat- 
ing pain on walking which is character- 
istic of Morton’s neuralgia and which re- 
sults from undue nerve pressure and 
ischemia. 


The denervation operation employed by 
Tavenier, which appeared to be of specific 
benefit to the relief of painful joints, has 
lost the widespread favor once accorded 
it. The temporary relief it caused was fol- 
lowed by the return of pain. 

Clubfoot.—The early treatment of club- 
foot by the Kite method and the Denis- 
Browne splint now appears to be the 
method of choice. The severe, forceful 
manipulations once used, with the patient 
under anesthesia, have given way to 
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gentler means. Today the mother of the 
child is taught to force and to hold the 
child’s foot in a corrected position and is 
instructed in the use of bandages. Such 
treatment begins immediately after birth 
of the afflicted child. Severe and long- 
standing deformities still require surgical 
operation, manipulation and fixation in 
plaster of paris casts. 

Osteoid Osteoma.—A painful lesion of 
bone formerly considered to be sclerosing 
or nonsuppurative osteomyelitis (of 
Garre) has in recent years been reclassi- 
fied as osteoid osteoma. It is considered 
a benign tumor, an embryonal rest or 
some form of low grade infection. In many 
instances the roentgenograms show a cen- 
tral focus of decreased density surrounded 
by varying degrees of sclerosis and thick- 
ening of the cortical bone. Bone thicken- 
ing without local heat or evidence of in- 
flammation, such as redness, edema, ten- 
derness and the absence of fever and 
leukocytosis, is characteristic. The diag- 
nosis usually is made after roentgeno- 
grams are taken in cases of persistent 
localized pain or bone enlargement. The 
treatment of osteoid osteoma is surgical 
and consists of excision of the central 
focus together with the sclerotic bone. The 
prognosis is good for permanent relief 
of symptoms, which is usually immediate 
after adequate surgical treatment. 

Hindquarter Amputation.—Hindquarter 
amputation has been employed with in- 
creasing frequency in recent years. It is 
most successfully used in the treatment 
of tumors, especially malignant tumors 
that involve the pelvic girdle or the soft 
tissues. Improvements in anesthesia and 
the administration of blood and its sub- 
stitutes have permitted surgeons to per- 
form such radical operations with a 
lowered mortality rate. Antibiotic agents 
administered concurrently with the pro- 
cedure have lessened infection, and 
wounds heal rapidly. 

Preparation for the administration of 
blood is made preoperatively; blood is ad- 
ministered as the operation begins and 
is given throughout the procedure, as 
needed. Time may be saved by having the 
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leg suspended, with the patient on his 
side, and by having two surgeons work- 
ing, one on the anterior and another on 
the posterior field of operation. This posi- 
tion of the patient permits the blood of 
the extremity to drain out; an Esmarch 
bandage applied from the foot to the mid- 
thigh of the extremity to be removed aids 
in the saving of blood. 

Such a radical surgical operation as 
hindquarter amputation, however, should 
not be attempted without an adequate 
supply of blood ready for transfusion 
to prevent shock. 

Cortisone and ACTH in Orthopedic Sur- 
gery.—The hormone of the adrenal cortex, 
cortisone, has found wide application in 
clinical medicine. It can now be adminis- 
tered orally with success. Corticotropin, 
or ACTH, the pituitary adrenocorticotropic 
hormone, when injected intramuscularly, 
seems to cause cortisone and hydrocor- 
tisone to be produced by the adrenal cor- 
tex. The clinical use of cortisone and 
ACTH has given remarkable results in the 
short time that these two agents have 
been available. Further investigation and 
research no doubt will cause these hor- 
mones to be used with increasing fre- 
quency. 

I shall only touch upon the effects of 
cortisone therapy in orthopedic surgical 
procedures. Its effect on rheumatoid arth- 
ritis is known to all; after apparently 
miraculous cure, the symptoms often re- 
cur soon after administration of cor- 
tisone has been stopped. Further investi- 
gation by physiologists, biochemists and 
clinicians as required before it can be 
known how cortisone causes regression of 
symptoms and lessens the clinical signs, 
and why recurrences take place. The im- 
provement in the general well-being of 
the patient, the freedom from pain, the 
decrease in swelling and the increase in 
function that takes place when cortisone 
is administered to patients with arthritis 
have produced far more rapid and en- 
couraging results than those obtained by 
any treatment previously employed. Dur- 
ing the period of apparent cure, patients 
who have been disabled can walk and ex- 
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ercise, thus aiding the surgeon and 
physiotherapist in correcting deformities 
and atrophy of tissues, and in overcoming 
the mental depression that so often ac- 
companies arthritic disability. 

It is obvious that, although cortisone 
may be of great assistance, as the damage 
to articulations becomes greater and as 
osteophytes or destructive changes become 
more apparent, it cannot relieve all the 
symptoms and restore permanent func- 
tion. The combined treatment, in which 
physiotherapy and operative measures are 
used in association with cortisone, is re- 
quired. This type of treatment brings 
about the most favorable prognoses. Cor- 
tisone, by halting the progress of the dis- 
ease, affords the surgeon opportunity to 
correct deformities, restore function and 
gain the co-operation of the patient. It 
also aids in early and active mobilization 
of the articulations and overccmes the 
trophy of tissues. The use of antibiotic 
agents may be combined with the use of 
cortisone during and after operation. 


SUMMARY AND CONCLUSIONS 


Some of the factors leading to thera- 
peutic advances in the field of orthopedic 
surgery are discussed. Orthopedic surgery 
has become recognized as one of the major 
branches of surgery, with numerous 
societies and publications, sectional, na- 
tional and international. Some of the 
newer advances will have to be reevalu- 
ated after additional experience. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Es werden einige der Faktoren eroer- 
tert, die zu den therapeutischen Fort- 
schritten auf dem Gebiete der orthopae- 
dischen Chirurgie beigetragen haben. Die 
orthopaedische Chirurgie mit ihren zahl- 
reichen nationalen und _ internationalen 
Gesellschaften, Veroeffen tlichungen und 
Unterabteilungen ist als einer der Hauptz- 
weige der Chirurgie anerkannt. Einige 
ihrer neueren Errungenschaften werden 
nach weiteren Erfahrungen neu ausge- 
wertet werden muessen. 
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L’auteur disserte sur certains facteurs 
qui ont amené des_ perfectionnements 
thérapeutiques dans a chirurgie ortho- 
pédique. La chirurgie orthopédique est 
aujourd’hui l’une des plus importantes 
sections de la chirurgie; comprenant des 
sociétés avec leurs publications régionale 
nationales, et internationales. Les améli- 
orations récentes devront étre jugées de 
nouveau a la lumiére d’expériences nou- 
velles. 

SUMARIO E CONCLUSOES 


Alguns dos fatoéres que conduzem a 
avancos terapeuticos no campo da cirur- 
gia ortopédica sao discutidos. A cirurgia 
ortopedica tem se tornado reconhecida- 
mente um dos grandes ramos da cirurgia, 
com numerosas sociedades e publicacées, 
regionais, nacionais e internacionais. Al- 
guns dos mais recentes progressos deverao 
ser re-avaliados depois de experiencia 
adicional. 

CONCLUSIONI RIASSUNTIVE 


Vengono discussi alcuni fattori di pro- 
gresso terapeutico nel campo della chirur- 
gia ortopedica. La chirurgia ortopedica é 
divenuta, per comune consenso, una delle 
maggiori branche della chirurgia, colle sue 
numerose pubblicazioni e societa regionali, 
nazionali e internazionali. Alcuni dei pit 
recenti progressi dovrebbero essere meglio 
valutati dopo ulteriori esperienze. 


RESUMEN Y CONCLUSIONES 


Se discuten algunos de los factores que 
norman los adelantos terapéuticos en el 
campo de la cirugia ortopédica. Esta ha 
llegado a reconocerse como una de las 
grandes ramas de la cirugia, con numer- 
osas sociedades y publicaciones, seccional, 
nacional e internacionalmente. Algunos de 
los mas recientes adelantos habran de 
revalorizarse después de experiencia adi- 
cional. 
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The Role of the Radiologist in the Diagnosis and 
Management of Acute Obstruction of the Small 
Intestine | 


IRA H. LOCKWOOD, M.D., F.I.C.S.* 
KANSAS CITY, MISSOURI 


obstruction of the small intestine is 
not only that of a diagnostician but 
should be that of a consultant if the mor- 
tality rate of this entity is to be lowered. 

Intestinal obstruction is an absolute 
surgical and roentgenologic emergency. 
Pain, abdominal distention and vomiting 
always indicate a scout roentgenogram 
of the abdomen, and our department con- 
siders the need of roentgenographic study 
of the abdomen an absolute emergency, 
day or night. When the outcome of such 
an examination indicates obstruction of 
the small bowel the patient is operated on 
immediately unless so much distention is 
present or the physiologic state is altered 
to such an extent that surgical interven- 
tion is not deemed wise. In the latter 
event, decompression must be carried out. 
A presumptive diagnosis of ‘“embarrass- 
ment of blood supply” always means im- 
mediate operation. 

In my own opinion and that of my asso- 
ciates there is only one type of decompres- 
sion to be used, and that is decompression 
with the Miller-Abbott tube. We use it 
only as an adjunct in the treatment of 
mechanical obstruction of the bowel. Op- 
eration is the only means of correcting 
this condition. As soon as decompression 
is complete and the physiologic state of the 
patient restored, operation should be per- 
formed. It should be emphasized that no 
type of intestinal intubation or decompres- 
sion need be used if an early diagnosis can 
be established and definite surgical inter- 
vention carried out without undue risk to 
the patient. It is also well to emphasize 
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*From the Research Clinic, Kansas City. 
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that no patient should ever be intubated 
if the blood supply of the intestine is in 
jeopardy. The technic of passing the 
double-lumen tube should be handled by 
the department of radiology and with a 
certain amount of skill in manipulation; 
under the fluoroscope and with patience 
and skill, the Miller-Abbott tube can be 
passed in a large majority of cases. 

The picture of mechanical obstruction 
is one in which a loop or loops of intestine 
are distended with gas. The degree of dis- 
tention depends on the site of the lesion 
and on the duration and degree of obstruc- 
tion. Should the lesion be of recent origin, 
only an isolated segment of the bowel will 
show distention until it reaches a point 
where multiple coils of the small bowel as- 
sume a transverse position in the abdom- 
inal cavity (Fig. 1 A). The portion of the 
bowel distal to the obstruction may remain 
relatively free from gas. 

The picture of ileus, on the other hand 
(Fig. 1 B), is one in which gas lies in mul- 
tiple pockets. It gives the impression that 
the gas “stops where it may.” It may 
progress to a point where the gas becomes 
so abundant that the coils of intestine 
assume a transverse position in the ab- 
dominal cavity. However, the colon con- 
tains varied amounts of gas throughout its 
length, as does the stomach. An accurate 
differential diagnosis between mechanical 
obstruction and ileus can be made and a 
decision for or against immediate opera- 
tion can be determined by a properly in- 
terpreted roentgenogram of the abdomen. 

Gas can be demonstrated in the small 
bowel within a few hours after obstruction 
has occurred, and the pattern it assumes 
in relation to the long axis of the body 
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Fig. 1.—A, Distention of small bowel, typical of mechanical obstruction. B, Distention of coils of 
small intestine and large amount of gas in colon, indicating ileus. 


and the presence or absence of valvulae 
conniventes are significant points. 

The earliest roentgen sign of acute ob- 
struction of the small intestine is a single 
loop of bowel distended with gas (Fig. 
2A); this, with a clinical story of ob- 
struction, in our opinion, gives the “green 
light” for immediate operation. A single 
loop obstruction is important from another 
aspect (Fig. 2 B). It may mean that the 
blood supply to a segment of intestine is 
embarrassed if the normal anatomic mark- 
ings are not clearly defined. The valvulae 
conniventes are present throughout the 
small intestine; they are more prominent 
in the upper part, being most pronounced 
in the jejunum. When gangrene occurs 
the bowel quickly loses tone and becomes 
edematous and blackened; its physiologic 
pattern rapidly disappears, and the bowel 
becomes a smooth-walled tube distended 
with gas. This is a pathognominic roent- 
gen sign of gangrene or embarrassment of 
blood supply. There is an additional sign 
of definite value in making the diagnosis 
of gangrene, a sign that has to do with 
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the geometrical pattern of the intestine 
(Fig. 2 C). Single or multiple “C-shaped” 
loops of small bowel arising from a com- 
mon source or pedicle always indicate vol- 
vulus. This pattern is accompanied by loss 
of the valvulae conniventes, the extent of 
which is proportionate to the degree of 
embarrassment of the blood supply. In no 
case should one correlate the degree of 
distention seen on a roentgenogram with 
the severity of symptoms. 

A typical example of gangrene of the 
small bowel was observed in a patient ad- 
mitted to the hospital with intermittent 
abdominal cramps of four days’ duration. 
The complete triad of vomiting, pain and 
distention was present. The clinical signs 
of impairment of blood supply were also 
present. The pulse was elevated out of all 
proportion to the temperature, and the 
lowered blood pressure indicated shock. 
We have found that the presence of a 
shocklike picture, leukocytosis, and severe 
pain with rigidity, in a patient showing a 
loop or loops of small bowel distended with 
gas, suggests that the blood supply is in 
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Fig. 2.—A, Single loop of small bowel distended with gas. B, Distention of small bowel showing 

valvulae conniventes except in one area, where there is a complete loss of valvulae conniventes 

indicating disturbance of blood supply. C, Be on gl loops of distended small bowel, indicating 
volvulus. 


jeopardy. Leukocytosis does not mean in- 
testinal obstruction, but it does suggest the 
probability of necrosis and inflammation 
within the abdomen. Dehydration will 
cause leukocytosis. The toxemia of intes- 
tinal obstruction reflects itself very often 
in leukogenesis, and a preponderance of 
toxic forms suggest necrosis of the bowel. 
Several authors have described the rela- 
tively uncommon superior mesenteric 
thrombosis. This syndrome is extremely 
dramatic, running its clinical course in but 
a few hours. A plain roentgenogram of 
the abdomen will show distention of the 
whole small bowel as well as the right half 
of the colon, and although symptoms have 
been present only a few hours the seg- 
ments already will show some loss of nor- 
mal anatomic markings, especially of the 
ileum. The management of this condition 
is divided into: 1. Speedy and accurate 
diagnosis. 2. Decompression. 3. Restora- 
tion of physiologic equilibrium. 4. Op- 
eration. 5. Postoperative management. 
Decompression can be a powerful ad- 
junct to definite surgical therapy or it can 
be the doom of the patient. It is logical 
that the patient who presents either the 
clinical or the roentgen picture of disten- 
tion needs decompression; to avoid the 
phase of distention, early operation is im- 
perative. We feel that immediate surgical 
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intervention is indicated for all types of 
loop obstruction, whether it is due to em- 
barrassment of the blood supply or is a 
matter of simple extraneous involvement. 

Restoration of the physiologic state has 
been emphasized by many authors. Intel- 
ligent management requires knowledge not 
only of the chloride level but of the level 
of nonprotein nitrogen and, particularly 
in the aged, of serum protein. Whole blood 
and plasma may have to be used repeat- 
edly, both before and after the operation, 
to reestablish the protein and electrolyte 
balance. 

Without knowledge of the chemical 
status, the overzealous surgeon may often 
drown his patient in an attempt to restore 
the electrolyte balance that he believes is 
lacking. There may be a great variation 
in the chloride level. Needless to say, 
edema and cardiac complications may de- 
velop as a result of abnormal parenteral 
intake. 

It is not within the scope of this paper 
to discuss the technical aspects of the sur- 
gical treatment of this condition. It is ob- 
vious that any operation is directed toward 
removal of the cause of the obstruction. 

Postoperative management of acute ob- 
struction of the small intestine follows 
closely the preoperative management. It 
is our impression that patients treated 
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with preoperative intubation have the tube 
left in place so that decompression may be 
carried out postoperatively if necessary. 
Fluids, blood, sulfa drugs and antibiotics 
must be used as adjuncts, and in many 
cases dyspnea and edema are relieved by 
the restriction of fluids; this is true par- 
ticularly of the elderly patient. 


SUMMARY 


1. The author emphasizes the role of 
the radiologist in cases of acute obstruc- 
tion of the small intestine from both the 
diagnostic and the consultative viewpoint, 
with the purpose of helping to reduce the 
mortality rate associated with this entity. 

2. A pathognomonic sign on the abdom- 
inal roentgenogram is described that re- 
veals impairment of the blood supply to 
the bowel. 

SUMARIO 


1. O autor encarece a funcao do radio- 
logista nos casos de obstrucéo aguda 
do intestino delgado sob os diferentes 
pontos de vista diagnostico e clinico, com 
a finalidade de ajudar a reduzir a taxa 
de mortalidade associada com essa en- 
tidade. 

2. Um sinal patognomonico do roent- 
genograma abdominal é descrito, o qual 
revela deficiencia do fornecimento san- 
guineo ao intestino. 


RESUME 


1. L’auteur insiste sur le réle du radi- 
ologiste tant au point de vue diagnostic 
que du consultant dans le cas d’obstruc- 
tion aigue de l’intestin gréle, et ce, pour 
abaisser le aux de mortalité. 

2. Une mauvaise circulation sanguine 
de l’intestin peut étre trouvée sur les 
clichés radiologiques; c’est un signe de 
pathognomonie. 


ZUSAM MENFASSUNG 


1. Der Verfasser unterstreicht die 
Rolle, die der Roentgenologe—als Diag- 
nostiker und Berater—im Kampf um die 
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Herabsetzung der Sterblichkeitsrate bei 
akutem Duenndarmverschluss spielt. 

2. Es wird ein pathognomonisches auf 
eine Herabsetzung der Blutversorgung 
des Darms hinweisendes Zeichen an der 
Roentgenaufnahme des Bauches_be- 
schrieben. 


RESUMEN 


1. Se senala el papel del réntgendlogo 
en casos de obstruccién aguda del intes- 
tino delgado, tanto desde el punto de vista 
diagnéstico como de consulta, con el 
proposito de ayudar a reducir el indice 
de mortalidad relativo a dicha entidad. 

2. Se describe un signo patognoménico 
en el roéntgenograma abdominal, que 
revela alteracién en la circulacién san- 
guinea intestinal. 

RIASSUNTO 


1. L’Autore segnala il compito del radi- 
ologo nei casi di occlusione acuta dell’in- 
testino tenue, dal doppio punto di vista 
della diagnosi e della consulenza, col 
proposito di contribuire a ridurre la mor- 
talita di tale stato patologico. 

2. Viene descritto un segno patogno- 
monico che rivela l’interessamento della 
vascolarizzazione dell’intestino. 
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Announcement 


International Section of Occupational Surgery 


The Executive Council of the United States Chapter and the Board of Trustees 
of the International College of Surgeons have unanimously approved the formation 
of an International Board of Occupational Surgery, the aims of which are (a) eleva- 
tion of standards for the practice of occupational surgery, (b) conservation of the 
health of the worker after occupational injury, (c) official recognition of this spe- 
cialty, (d) stimulation of interest in this field by students and members of the pro- 
fession, and (e) cooperation in the establishment of facilities for graduate educa- 
tion in occupational surgery by means of residencies in hospitals affiliated with 


medical schools, or their equivalents. 


For further details, address Dr. Arnold S. Jackson, Secretary, United States 
Chapter, International College of Surgeons, 1516 Lake Shore Drive, Chicago 10, 


Illinois. 
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The Importance of Nerve Supply of the Urinary 
Bladder in Surgery of the Rectosigmoid 


LOWRAIN E. McCREA, M.D., F.A.C.S., F.I.C.S. anp 
DONALD L. KIMMEL, B.S., M.S., Ph.D. 
PHILADELPHIA 


ESICAL DYSFUNCTION following 
VV proctosigmoidec- 

tomy has been and is considered 
neurogenic. The innervation of the blad- 
der has long been considered and described 
as a single unit of the complex neuro- 
anatomic system. As a result, the return 
of the bladder to normal function in some 
instances, or the display of dysfunction 
in varying degrees in other instances, fol- 
lowing surgical procedure involving the 
lower bowel or the pelvis, has been taken 
as a matter of course by many surgeons. 
It has been shown that the innervation 
of the bladder is not a single unit but 
that return to normal function after 
such a surgical procedure takes place as 
the result of an auxiliary or accessory 
nervous pathway carrying nerve impulses 
from the spinal cord to the bladder. This 
nerve pathway, previously not described 
by anatomists or shown in textbooks, may 
completely take over the function of the 
original but disrupted pathway so that 
urination continues to be a normal physio- 
logic act. 

It was the privilege of one of us 
(L.E.M.), in 1946, to present the theory 
of interrupted innervation as the cause 
of vesical atonia following abdominoperi- 
neal proctosigmoidectomy (Fig. 1) and 
also to present a routine for management 
of the bladder after surgical intervention. 
At that time it was stated that the post- 
operative behavior of the bladder sug- 
gested an imbalance due to a predomi- 
nance of sympathetic innervation after 
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the parasympathetic innervation had been 
subjected to trauma or excision. It was 
also considered that regeneration of the 
disrupted parasympathetic innervation 
permitted a return to normal function. 
This statement, in part, has now been 
demonstrated to be incorrect. It has been 
clearly demonstrated that vesical atonia 
following such extensive pelvic operations 
cannot be considered an incidental compli- 
cation. The atonic state of the bladder 
quickly develops after a surgical proce- 
dure in which there is interference of the 
nerves or nerve plexuses which supply 
that organ. The postoperative changes in 
the bladder and its function are rapid 
and occasionally very dramatic. Immedi- 
ate complete retention of urine develops 
in some instances. The bladder wall pre- 
sents large outpouchings; it becomes irreg- 
ular in contour and relaxed in musculature, 
has an increased capacity and remains 
an inert reservoir lined with mucous mem- 
brane. 

It was to prove the cause and to pre- 
vent, if possible, the occurrence of such 
complications that basic research on the 
innervation of the bladder was _ under- 
taken. This work has consisted of the 
study of serial sections of the human 
embryo. The study has revealed much 
important, but heretofore undescribed, 
data (Fig. 2). It has been definitely proved 
that an auxiliary or accessory series of 
nerve fibers exist which are distributed to 
the urinary bladder. These fibers are given 
off from the second, third and fourth sac- 
ral roots which traverse downward in the 
deep layers of the endopelvic fascia along 
the veins and arteries on the lateral wall 
of the pelvis. The nerves enter the bladder 
at the level of the insertion of the ureters, 
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Fig. 1—Diagram of the nerve supply of the pel- 
vic vescera. The presacral nerve divides into the 
right and left hypogastric plexus, which unites 
with the visceral branches (nervus erigens) to 
form the pelvic plexus. Numerous branches, not 
shown here, from the second, third and fourth 
sacral nerves, reach the bladder without joining 
the pelvic plexus. They follow the vascular 
structures which lie in the endopelvic fascia 
lateral to the pelvic plexus. 


and completely circumvent the usual ac- 
knowledged pathways to the _ bladder 
through the inferior hypogastric or pelvic 
plexuses. It has been demonstrated that 
they are arranged in a pattern of distri- 
bution similar to those of the primary 
innervation coming through the inferior 
hypogastric or pelvic plexuses. These 
auxiliary nerves have been followed by 
serial section and have been shown to radi- 
ate to the walls and dome of the bladder 
(Fig. 3). As the result of the studies 
made, it is concluded that owing to their 
position and distribution, these nerves 
may be capable of taking over and very 
probably do take over the function of vesi- 
cal innervation when the primary inner- 
vation is altered after removal of the in- 
ferior hypogastric or pelvic plexuses. Sym- 
pathetic nerve fibers are also contained 
within the accessory nerve pathways. 
Thus, the bladder is completely supplied 
with two separate and distinct innerva- 
tions, each of which may be capable of 
maintaining normal function. 

The usually accepted innervation to the 
bladder arises from three sources. These 
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three sources are the somatic, the sympi- 
thetic and the parasympathetic trunks. 

Somatic Innervation —The somatic i'- 
nervation is supplied through the pudendal 
nerve, usually derived from the second, 
third and fourth sacral nerves. It is 
through the pudendal nerve that the only 
volitional impulses of urination are car- 
ried. 

Sympathetic Innervation.—The sympa- 
thetic fibers that innervate the bladder 
are given off in the thoracolumbar out- 
flow from the first and second lumbar 
segments and possibly the twelfth thoracic 
segment. The sympathetic fibers to the 
bladder and other pelvic viscera are finally 
concentrated into a strand called the pre- 
sacral nerve. At the level of the promon- 
tory of the sacrum, it divides into the two 
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Fig. 2.—Reconstruction of the visceral branch's 
(with parasympathetic nerve fibers) of the se’- 
ond, third and fourth sacral nerves, showirz 
their distribution in the lateral wall of the end - 
pelvic fascia. The branches from the anterir 
divisions of these sacral nerves follow the venois 
fiexus to the ureter-bladder juncture. From he:e 
they are distributed to the trigone and dome :f 
the urinary bladder. (From studies of seri: | 
sections of human fetuses and gross dissections.) 
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Fig. 3.—Oblique section of the male pelvis through the symphysis pubis on the third sacral nerve, 
showing distribution of vesical nerves. (Based on a study of serial sections of human fetuses and 
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gross dissections.) Note: The vesical nerve plexus receives fiber from (a) pelvic plexus, reaching 
bladder via pelvic plexus and (b) from anterior sacral nerves via paravascular route in lateral pelvic 


hypogastric nerves which join the pos- 
terior superior angles of the corresponding 
hypogastric ganglia. From here, fibers 
pass onward to innervate the trigone, 
including the muscles of Bell and the 
muscles of the crista of the urethra. 

Parasympathetic Innervation. — The 
parasympathetic fibers arise from the 
second, third and fourth sacral segments 
of the spinal cord to form the pelvic nerve 
and run through the inferior hypogastric 
or pelvic plexus to the bladder muscu- 
lature. 

In the surgical procedure of abdomino- 
perineal proctosigmoidectomy there is 
often complete disruption of the sympa- 


wall. 


thetic and parasympathetic innervation 
passing through the inferior hypogastric 
or pelvic plexus to the bladder. Surgical 
removal of this plexus and the resultant 
scar tissue formation would preclude any 
possibility of complete regeneration of 
the original innervation. The bladder, 
therefore, would remain atonic in every 
instance in which the pelvic plexus was 
excised. However, this does not occur, 
as the incidence of atonia is small (6.9 
per cent, or 39 instances in 558 cases of 
abdominoperineal resection). The atonia 
may be permanent but is usually transi- 
tory. It is believed that the transitory 
atonia is due to traction on, or trauma 
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to, the auxiliary plexus of nerves during 
mobilization of the bowel. It is suggested 
that the incidence of vesical atonia would 
be less than it now’is if sharp dissection, 
as near the bowel as possible, were done 
in freeing the rectum. Permanent vesical 
atonia would result if the inferior hypo- 
gastric or pelvic plexus, which is consid- 
ered to be the primary pathway to the 
bladder, were excised, and if there were 
extensive trauma to this newly described 
auxiliary or secondary innervation. For- 
tunately, the vesical atonia is usually only 
transitory. It is believed that the reason 
for transitory rather than permanent 
atonia is that this auxiliary innervation 
completely takes over the function of the 
excised primary innervation. It is fur- 
ther believed that the transitory atonia 
is the result of inadvertent but undue 
traction on, or trauma to, the nerve fibers 
of this auxiliary innervation. 


SUMMARY AND CONCLUSIONS 


In conclusion, it is established that 
nerves reach the bladder by two separate 
and distinct routes. These routes are 
the established pathways through the in- 
ferior hypogastric and pelvic plexuses 
and the newly described pathways. The 
latter innervation is given off from the 
second, third and fourth sacral roots pass- 
ing to the bladder along the blood vessels 
in the endopelvic fascia on the lateral 
walls of the bony pelvis. Many of these 
nerves run to their termination independ- 
ently of the inferior hypogastric or pelvic 
plexus. Others join the pelvic plexus ante- 
rior to the rectum, in the lateral wall of 
the rectovesical fossa. Thus some nerve 
fibers to the bladder completely circum- 
vent the pelvic plexus, while many others 
bypass the posterior part of the pelvic 
plexus, which is most frequently damaged 
in proctosigmoidectomy. The presence of 
these nerves and their location explain 
normal bladder function after removal 
of the rectum, on the lateral walls of which 
are located the inferior hypogastric or 
pelvic plexus. In the entire series of cases 
studied on the proctologic service of Dr. 
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Harry E. Bacon since 1940, in which prov- 
tosigmoidectomy was performed in 558 
cases there were only 5 in which prostatic 
surgical intervention was required to cor- 
rect continued urinary retention. Of these 
operations, 2 were suprapubic prostatec- 
tomy for large glands and 3 were trans- 
urethral resection for smaller obstruc- 
tions. It is believed that the trauma to 
the innervation, rather than any obstruc- 
tive uropathic condition, is the cause of 
vesical dysfunction following such opera- 
tions. In no instance has the female blad- 
der failed to return to normal function. 
Time and careful management of the 
bladder, that is, free of infection or con- 
current obstruction, will insure a return 
to normal function in practically every 
instance. 
CONCLUSIONI RIASSUNTIVE 


In conclusione, viene stabilito che la 
vescica riceve la sua innervazione attra- 
verso due vie separate e distinte. Tali vie 
sono: quella nota, attraverso i plessi 
ipogastrico inferiore e pelvico, e quella 
descritta ora dagli Autori. Quest’ultima 
proviene dal secondo, terzo e quarto 
sacrale e giunge alla vescica lungo i vasi, 
nella fascia endopelvica delle pareti 
laterali della pelvi ossea. Molti di questi 
nervi giungono alla loroterminazione in- 
dipendentemente dai plessi ipogastrico in- 
feriore e pelvico, altri raggiungono il 
plesso pelvico anteriormente al retto, nella 
parete laterale dello spazio retto-vescicale. 
Cosi alcune fibre nervose vescicali decor- 
rono completamente lungo il plesso pel- 
vico, mentre molte altre saltano la parte 
posteriore del plesso pelvico che é il pi': 
di frequente leso nella proctosimoidecto- 
mia. La presenza e il decorso di tali nervi 
rende ragione della funzione vescicale nor- 
male dopo l’asportazione del retto sul le 
cui pareti laterali sono situati i plessi 
ipogastrico inferiore e pelvico. 

Lo studio dell’intera serie di procto- 
sigmoidectomie eseguite nel servizio proc- 
tologico del Dr. Harry E. Bacon dal 1940. 
mostro che in solo 5 casi si dovette operar: 
sulla prostata per ovviare ad una riten- 
zione urinaria persistente. Di tali inter- 
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venti, due furono prostatectomie sovra- 
pubiche per prostate molto ingrossate e 3 
furono resezioni transuretrali per pros- 
tate di minor volume. E’ quindi verisimile 
che la disfunzione vescicale secondaria a 
operazioni sul retto-sigma dipenda piut- 
tosto da lesioni dell’innervazione vescicale 
che non da un qualsiasi stato patologico 
che produca un’ostruzione urinaria. 

Nella donne la funzione vescicale non 
mancO mai di tornare alla norma. Col 
tempo e con un accurato trattamento del- 
la vescica, che non sia affetta da con- 
comitanti stati infiammatorii od ostruttivi, 
si pud essere sicuri di un ritorno alla 
funzione normale praticamente in ogni 
caso. 

RESUMEN 


Se establece que la vejiga recibe su 
inervaciOn por dos vias separadas y dis- 
tintas. Estas son las establecidas a través 
de los plexos hipogastrico inferior y 
pélvico y las recientemente descritas. La 
ultima inervaciOn procede de la segunda, 
tercera y cuarta raices sacras, pasando 
a la vejiga con los vasos sanguineos en 
la aponeurosos endopélvica sobre las 
paredes laterales de la pelvis 6sea. Muchos 
de estos nervios terminan independiente- 
mente de los plexos hipogastrico inferior 
y pélvico. Otros se unen al plexo pélvico 
anterior al recto, en la pared lateral de 
la fosa rectovesical. En consecuncia, al- 
gunas fibras nerviosas vesicales rodean 
completamente el plexo pélvico, en tanto 
que muchas otras pasan por la parte 
posterior del plexo pélvico, que se lesiona 
frecuentemente en la_ proctosigmoidecto- 
mia. La presencia de estos nervios y su 
situacion explican la funcién normal de 
la vejiga después de la extirpacién del 
recto, sobre cuyas paredes laterales se 
encuentran situados los plexos hipogas- 
trico inferior o pélvico. En la serie com- 
pleta de casos estudiados en el servicio 
proctologico del Dr. Harry E. Bacon 
desde 1940, en los que se efectu6é procto- 
sigmoidectomia, hubieron solamente 5 en 
que la intervencién quirtrgica prostatica 
requirié corregir la retencion urinaria 
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continua. De estas operaciones, 2 fueron 
prostatectomia supraptbica por glandulas 
grandes y 3 reseccion transuretral por 
obstrucciones mas pequenas. Se cree que 
el trauma a la inervacion, mas que cual- 
quier estado uropatico obstructivo, es la 
causa de la disfuncién vesical consecutiva 
a las operaciones. En ningun caso la 
vejiga femenina dejé de volver a la fun- 
cién normal. El tiempo y el manejo cui- 
dadoso de la vejiga no infectada o sin 
obstruccién concomitante, aseguraran el 
retorno a la funci6n normal practicamente 
en cada caso. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Es wird nachgewiesen, dass die Harn- 
blase auf zwei getrennten und verschie- 
denen Wegen mit Nerven versorgt wird. 
Dies sind erstens die anerkannten durch 
die unteren hypogastrischen und die Bek- 
kengeflechte laufeenden Bahnen und zwei- 
tens die neu beschriebenen Aeste. Diese 
letzteren entspringen von der zweiten, 
dritten und vierten Sakralwurzel und er- 
reichen die Blase auf dem Wege der Blut- 
gefaesse innerhalb der inneren Becken- 
faszie und entlang den Seitenwaenden des 
knoechernen Beckens. Viele dieser Ner- 
ven verlaufen zu ihren Endverzweigungen 
unabhaengig vom unteren hypogastrischen 
Plexus oder vom Beckenplexus. Andere 
vereinigen sich mit dem Beckenplexus an 
der Vorderflaeche des Mastdarms in der 
Seitenwand der Rektovesikalgrube. Auf 
diese Weise umgehen manche die Blase 
versorgenden Nervenfasern den Becken- 
plexus voellig, waehrend viele andere nur 
den hinteren Teil des Plexus vermeiden, 
der am haeufigsten bei der Proktosigmoid- 
ektomie beschaedigt wird. Diese Nerven 
und ihre Lage erklaeren des Bestehen 
einer normalen Blasenfunktion nach Ent- 
fernung des Mastdarms, an dessen Seiten- 
waenden sich die unteren hypogastrischen 
und die Beckengeflechte befinden. In der 
gesamten Serie von Kranken, die seit 1940 
nach erfolgter Proktosigmoidektomie an 
der proktologischen Abteilung von Dr. 
Harry E. Bacon untersucht wurden, fan- 
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den sich nur fuenf, die einen chirurgischen 
Eingriff an der Prostata erforderten, um 
eine andauernde Harnverhaltung zu _ be- 
seitigen. Zwei dieser Eingriffe waren 
suprapubische Prostatektomien und er- 
folgten wegen Vergroesserung der Druese 
und drei bestanden in transurethralen 
Resektionen wegen geringerer Obstruk- 
tionen. Es wird angenommen, dass die 
Schaedigung der Nervenversorgung viel 
eher die Ursache von Blasenstoerungen 
nach derartigen Operationen bildet als 
irgend eine mechanische Verlagerung der 
Harnwege. Die weibliche Harnblase 
nimmt in allen Faellen ihre normale Funk- 
tion wieder auf. 

Mit der Zeit und bei sorgfaeltiger Be- 
handlung kehrt die Blase praktisch in 
jedem Falle zu normaler Funktion zu- 
rueck, sofern keine Infektionen oder 
mechanische Obstruktionen vorliegen. 


SUMARIO E CONCLUSOES 


EK’ estabelecido, em conclusao, que a 
bexiga recebe sua inervacao por duas nias 


distintas e separadas. Essas vias sao os 
estabelecidos caminhos atravez do hipo- 
gastrico inferior e plexos pelvicos e os 
caminhos recentemente descritos. A 
ultima inervacéo é derivada das raizes 
sacras numeros dois, tres e quatro que 
atingem a bexiga atravez dos vasos san- 
guineos do fascia endopelvico sitriado 
sobre as parédes externas da pelves ossea. 
Muitos desses nervos caminham para sua 
terminacao independentemente do plexo 
hipogastrico inferior ou plexo pelvico. 
Outros alcancam o plexo pelvico anterior- 
mente ao reto, na paréde externa da fossa 
reto-vesical. Desse modo, algumas fibras 
nervosas da bexiga cireumdam completa- 
mente o plexo pelvico, emquanto muitas 
outras ultrapassam a parte posterior do 
plexo pelvico, o qual é mais frequente- 
mente danificado na_ proctosigmoidec- 
tomia. A presenga desses nervos e sua 
localizagao explica a funcao vesical normal 
depois da remocao do reto, sobre as 
paredes externas do qual sao localizados 
o hipogastrico inferior ou o plexo pelvico. 


Na serie inteira de casos estudados no 


servico proctologico do Dr. Harry E. 
Bacon desde 1940, nos quais a proctosig- 
moidoscopia foi executada, houve somente 
5 em que a intervencao prostatica cirur- 
gica foi necessaria para atender retencao 
urinaria continua. Dessas operacées, 2 
foram prostatectomia supra-pubica por 
grandes glandulas e 3 foram ressecao 
transurethral por pequenas obstrucées. 
Acredita-se que o traumatismo a iner- 
vacéo, mais do que qualquer condi¢aéo 
uropatica obstrutiva, seja a causa de dis- 
funcao vesical seguindo-se a taes oper- 
acdes. Em nenhum caso a bexiga feminina 
fracassou em retornar a funcéo normal. 

O tempo e o cuidadéo manuseio da 
bexiga que esta livre de infecaéo ou de 
obstrucéo adicional, assegurarao uma 
volta ao funcionamento normal em prati- 
camente todos os casos. 


RESUME ET CONCLUSIONS 


L’on conclue que c’est un fait établi que 
la vessie est innervée par deux sources 
différentes et trés distinctes. Ces sources 
d’innervation comprennent le plexus hypo- 
gastrique inférieur et le pelvien en plus 
de la nouvelle voie déja décrite. Cette 
derniére consiste en les seconde, troisiéme 
et quatriemé racines se rendant 4 la vessie 
en suivant les vaisseaux sanguins du fascia 
pelvien couvrant les parois dubassin 
osseux. Plusieurs de ces nerfs se rendent 
a destination indépendemment des nerfs 
hypogastriques inférieurs ou _ pelviens. 
D’autres rejoignent le plexus pelvien an- 
térieur au rectum en suivant la paroi 
latérale de la fosse recto-vésicale. De ce 
fait, certains nerfs vésicaux contournent 
complétement le plexus pelvien, tandis que 
d’autres dépassent la partie postérieure 
du plexus pelvien qui est souvent abimé 
au cours de la procto-sigmoidectomie. La 
présence de ces nerfs, et leur situation 
justifient un fonctionnement normal de la 
vessie aprés ]’ablation du rectum sur les 
parois duquel se trouvent le plexus hy- 
pogastrique inférieur et pelvien. De toute 
la série des cas étudiés dans le service 
du Dr. Harry E. Bacon depuis 1940, ot 
la proctosigmoidectomie fut pratiquée, 
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cing cas seulement durent subir une inter- 
vention chirurgicale de la prostate pour 
corriger une rétention permanente des- 
urines. Deux cas subirent une prostatect- 
omie suspubienne a cause du volume de la 
glande, tandis que 3 autres furent soulagés 
par une résection trans-uréthrale. Nous 
croyons que c’est le traumatisme au sys- 
nerveux plutot que la morbidité 
urinaire qui a amené des troubles dufonc- 
tionnement de la vessie aprés les opéra- 
tions. La vessie, chez la femme, s’est 
toujours. réajustée spontanément. 

Le temps et un soin particular de la 
vessie libre detoute infection ou obstruc- 
tion raméneront a la longue une fonction 
normale. 
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Repeated Episodes of Hemorrhage From 


Gastroduodenal Ulceration 


FRANCIS A. BARRETT JR., M.D. 
CHEYENNE, WYOMING 


active bleeding from gastroduodenal 

ulceration, there are certain prognostic 
factors that aid in selecting patients for 
operative intervention to arrest the hem- 
orrhage. These factors have been the sub- 
ject of a previous report! and may be 
summarized as follows: 

1. Degree of Hemorrhage. — Death 
from this condition is almost entirely con- 
fined to patients with massive, severe 
bleeding. 

2. Age and Sex.—Patients over the age 
of 40 are most likely to continue bleed- 
ing. The mortality rate is generally con- 
sidered higher among males than among 
female patients, but this ratio is not con- 
sistent. 

3. Location of the Ulcer.—Gastric ul- 
cers usually result in a more severe hemor- 
rhage than do duodenal ulcers. 

4. Duration of Symptoms.—lIn the ab- 
sence of a history of ulcer or with one 
of short duration, the prognosis is worse. 

5. Previous Hemorrhages.—The mor- 
tality rate is highest with the first and 
second bleeding episodes. 

6. Character of the Bleeding —Hema- 
temesis in the presence of massive bleed- 
ing carries a grave prognosis. 

7. Recurrent or Continuous Bleeding. 
—Failure of cessation of bleeding after 
institution of therapy is of the greatest 
importance and indicates a poor prognosis. 
This occurs most frequently among pa- 
tients over the age of 40. 

8. Complicating Diseases.— Associated 
pathologic conditions are observed rather 
commonly in patients to whom the con- 
dition is fatal. 

This paper will deal primarily with the 


|: the management of the patient with 


From the Surgical Service, Providence Hospital, Wash- 
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factor of previous hemorrhages. This is 
important in assessing the patient’s status 
during active bleeding, but even more im- 
portant in evaluating long-term therapy. 

Most reports indicate that the first 
hemorrhage carries the highest mortality 
rate. Gray,? Blackford and Williams,’ 
Allen and Benedict,‘ Chinn and Weckes- 
ser> and Pollard and Wollum® all noted 
that the highest mortality was associated 
with the initial hemorrhage. Welch* found 
the greatest death rate associated with 
the first and second episodes of bleeding. 
Goldman’ reported an abrupt rise in mor- 
tality after the second bleeding episode. 
In contrast, Wilkinson and Tracey*® found 
the first hemorrhage to be no more seri- 
ous than others, and Eads® stated that a 
fatal outcome from an initial hemorrhage 
was rare. 

Case Material.—In this study, 123 cases 
of bleeding from gastroduodenal ulcera- 
tion observed at this hospital between the 
years 1946 and 1951 were reviewed. Of 
the total, the patients in 54 cases were 
assigned to the group with massive bleed- 
ing (hemoglobin levels below 7.8 Gm. or 
erythrocyte counts below 2,500,000 per 
cubic millimeter of blood), and 69 fell into 
the group with slight to moderate bleed- 
ing (values above the aforementioned 
figures). All deaths occurred in the group 
with massive hemorrhage. 

Analysis of Data.—The accompanying 
table shows the relation between the num- 
ber of previous episodes of bleeding, the 
percentage falling into the group with 
massive hemorrhage and the subsequent 


mortality rate. 
Number of Previous Hemorrhages 
Massive 


5 40 0 
4 and more....... 15 53 0 
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It will be noted that half the patients 
(62, or 50.4 per cent) were admitted with 
an initial episode of bleeding. Of this 
group, 40 per cent suffered a severe mas- 
sive hemorrhage, and the resultant mor- 
tality was 24 per cent. In the group of 
15 patients who had had one earlier bleed- 
ing episode, 40 per cent again fell into the 
category of massive hemorrhage, but the 
mortality dropped to 16 per cent. Twenty- 
four patients had had two prior hemor- 
rhages, and over half were admitted with 
massive hemorrhage at the time of their 
third bleeding attack. Here again the mor- 
tality dropped, this time to 9 per cent. 
There were no deaths among the patients 
who had histories of three or more pre- 
vious hemorrhages, although a higher per- 
centage of them (40 and 53 per cent) 
were admitted with massive bleeding. 

Operative therapy did not appreciably 
influence the mortality figures. Eight pa- 
tients were operated on; all had massive 
bleeding, with recurrence or continuation 
of the bleeding while under care. Four 
patients, all over the age of 55 years, 
died postoperatively, a mortality rate of 
50 per cent for this select group with 
grave prognosis. Five other patients, all 
with slight to moderate bleeding, were 
operated on because of either recurrent or 
continuous bleeding, without a fatality. 

Because the mortality rate is highest 
among patients with a first or second 
hemorrhage, there is no reason to consider 
the patient safe when further attacks of 
bleeding occur. Chinn and Weckesser’ re- 
ported an 8 per cent mortality for pa- 
tients who had had three or more hemor- 
rhages. Pollard and Wollum® recorded a 
12.5 per cent death rate in a similar 
group. 

There is still another important lesson 
to be learned from the study of previous 
attacks of bleeding from gastroduodenal 
ulceration. This is the rather marked 
tendency of the ulcer patient who under- 
goes a bleeding phase and recovers to 
have further hemorrhages in the future. 
This portion of the life history of the 
ulcer patient deserves emphasis. 

In the accompanying chart the 123 
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cases in this series are arranged to show 
the number of hemorrhages experienced 
before the most recent admission to the 
hospital. Half of the patients were under- 
going the first hemorrhage, 12 per cent 
the second, 19 per cent the third, and 4 
per cent the fourth. Twelve per cent had a 
history of more than four prior attacks 
of bleeding. As has been noted, 40 per 
cent or more of all the patients were ad- 
mitted with massive hemorrhage, whether 
it was the initial phase or a successive 
one. 


Previous Hemorrhages 


50) 
40 
0 
10} 
A, 0 | [4] | 
0 I 2 3 over 3 


Number Episodes Bleeding 


When one is cognizant, therefore, of the 
rather large number of patients who are 
likely to suffer repeated bouts of bleeding, 
he must consider the possible fate of the 
patient in the event of another hemor- 
rhage. An interval gastrectomy, per- 
formed while the patient is in the best 
possible condition, would be advisable in 
certain cases. 

Every patient, of course, must be given 
every aid to heal his ulcer and every op- 
portunity to avoid both operation and 
further bleeding. However, it would ap- 
pear that operative therapy during the in- 
terval free of bleeding would be the safest 
procedure in patients over the age of 40 
who, having survived one or more hemor- 
rhages, fail to maintain a healed ulcer. 


SUMMARY 


1. On the basis of 123 cases, a review 
of important prognostic factors applicable 
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to patients with bleeding from gastro- 
duodenal ulceration is presented. 

2. The mortality rate is highest among 
patients experiencing: their first or second 
hemorrhage. 

3. The number of patients with gastro- 
duodenal ulceration who suffer repeated 
attacks of bleeding is large. 

4. Patients over the age of 40 who have 
had one or more bleeding episodes and fail 
to maintain a healed ‘ulcer should receive 
an interval partial gastrectomy. 

5. It is concluded that patients over the 
age of 40 who have experienced one or 
more bleeding episodes and fail to main- 
tain a healed ulcer should receive oper- 
ative treatment. 

RIASSUNTO 


1. In base allo studio di 123 casi, viene 
presentata una rassegna di fattori prog- 
nostici impiegabili in casi di ulcere gastro- 
duodenali sanguinanti. 

2. La mortalita raggiunge il massimo 
nei pazienti alla loro prima e seconda 
emorragia. 

3. Il numero di pazienti affetti da ul- 
cera gastro-duodenale che soffrono di ripe- 
tuti episodi emorragici é grande. 

4. I pazieni sopra i 40 anni che hanno 
avuto una o pil’ emorragie e in cui l’ulcera 
non rimanga stabilmente guarita, dovreb- 
bero essere operati di resezione gastrica 
durante un intervallo libero. 

5. Si conclude che i pazienti sopra i 
40 anni che abbiano sofferto uno o pill 
episodi emorragici e in cui l’ulcera non 
rimanga stabilmente guarita, dovrebbero 
ricorrere alla cura chirurgica. 


RESUMEN 


1. Se presenta revision en 123 casos 
de importantes factores pronosticos, aplic- 
ables a pacientes con proceso ulceroso 
gastroduodenal sangrante. 

2. El indice de mortalidad es mas alto 
en los pacientes que sufren su primera 0 
segunda hemorragia. 

3. Es grande el nimero de pacientes 
uleerosos gastroduodenales que sufren 
hemorragias repetidas. 
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4. Los pacientes mayores de 40 afos 
de edad, con uno o mas episodios hemorra- 
gicos y sin haberse podido obtener la 
cicatrizacién del proceso ulceroso, deben 
ser tratados con la gastrectomia parcial. 
5. Se concluye que los pacientes 
mayores de 40 afos de edad, con uno o 
mas episodios hemorragicos y sin haberse 
podido obtener la cicatrizacién del proce- 
so ulceroso, deben ser tratados quirurgica- 
mente. 
ZUSAM MENFASSUNG 


1. An Hand von 123 Faellen werden 
wichtige prognostische Faktoren be- 
sprochen, die sich auf Kranke mit bluten- 
den Magen- und Zwoelffingerdarmge- 
schwueren anwenden lassen. 

2. Die Sterblichkeitsziffer ist am hoech- 
sten unter den Kranken, die zum ersten 
oder zweiten Male bluten. 

38. Die Zahl der Kranken mit gastro- 
duodenalen Geschwueren, die an wieder- 
holten Blutungsanfaellen leiden, ist gross. 

4. Kranke jenseits des 40sten Lebens- 
jahres, die eine odor mehrere Blutungs- 
episoden durchgemacht haben und keine 
Dauerheilung des Geschwuers erreichen 
koennen, sollten waehrend des Intervalls 
einer partiellen Magenresektion unter- 
zogen werden. 

5. Verfasser kommt zu der Schluss- 
folgerung, dass Kranke von ueber vierzig 
Jahren mit einem oder mehr Blutungsan- 
faellen, bei denen eine Heilung des Ge- 
schwuers nicht erzielt werden kann, opera- 
tiv behandelt werden sollten. 


SUMARIO 


1. E’ apresentada uma revisao 
fatores prognosticos importantes concer. 
nentes a enférmos com sangramento d 
ulceracgéo gastroduodenal, baseada em 12: 
casos. 

2. A mortalidade é a mais alta entr: 
os pacientes que estao apresentando su:. 
primeira ou segunda hemorragia. 

3. O numero de pacientes com ulce 
racaéo gastroduodenal que sofrem de re 
petidos ataques de hemorragia é grande 
4. Pacientes acima da idade de qua. 
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renta anos que tiveram um ou mais 
episodios de perda de sangue e em que 
ha recurrencia de atividade da ulcera 
jevem ser submetidos a uma gastrectomia 
varcial. 

5. Conclue-se que os pacientes acima 
le 40 anos onde se observaram um ou 
mais episodios de hemorragia, e em que 
ama ulcera curada volta a_ atividade, 
levem receber tratamento cirurgico. 


RESUME 


1. Avec 123 cas a l’appui, on passe en 
revue le pronostic des patients présentant 
une hémorragie a la suite d’une ulcération 
vastro-duodénale. 

2. Le taux de mortalité est plus élevé 
chez ceux qui présentent leur premiére ou 
seconde hémorragie. 

3. Il existe une assez grande quantité 
de patients qui ont souffert de plusieurs 
hémorragies secondaires a un ulcére gas- 
tro-duodénal. 

4. Les patients de plus de 40 ans qui 
présentent une histoire de plusieurs hém- 
orragies gastriques bénéficient d’une gas- 
trectomie partielle. 

5. En conclusion, les patients de plus 
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de 40 ans qui ont saigné plusieurs fois et 
ne peuvent cicatriser leur ulcére devraient 
étre opérés. 
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changes have occurred in the develop- 
ment of operations for the arrest and 
cure of tuberculosis of the lungs. The 
stimulus for this change was provided by 
the unexpected results obtained from seg- 
mental resection, lobectomy and pneumo- 
nectomy, in view of the fact that tuber- 
culosis is a constitutional disease. 

When the aforementioned operations 
were proposed there was a certain amount 
of skepticism concerning their therapeutic 
value. Gradually, we became convinced 
that these radical operations on the lung 
were a step forward in the treatment of 
tuberculosis. It was important to select 
the patient for the operation to be con- 
sidered. 

The aids chosen to assist in obtaining 
these ends were the introduction of radi- 
ology, antibiotics, improved methods of 
anesthesia and blood transfusions. De- 
pendence upon physical signs alone in ar- 
riving at a diagnosis has long since passed, 
because physical examination is undepend- 
able. Every patient, on his admission to 
a hospital, should have a roentgenologic 
survey. This is a compulsory in many in- 
dustrial establishments and other large 
business houses. Likewise the physician 
in general practice and the internist 
should give their patients the benefit of 
roentgen examination, because many seri- 
ous lesions of the lung, apparently symp- 
tomless, have been discovered as a result 
of this precaution. Bronchoscopic exami- 
nation combined with biopsy and exami- 
nation of the bronchial secretions will 
often assist in arriving at the proper diag- 
nosis. 

Certain special preliminary examina- 


[: a comparatively short time many 
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tions are necessary before one advises re- 
section for a tubercular lung. A tomograph 
of both lungs should be taken; the vital 
capacity and the sedimentation rate 
should be estimated prior to operation. In 
addition, routine laboratory examinations 
are necessary to evaluate the ability of the 
patient to withstand the operation. 

Patients to be treated by pneumonec- 
tomy must be properly prepared, with the 
administration of streptomycin or dihy- 
drostreptomycin. One Gm. is given intra- 
muscularly for a week before operation 
and for at least two weeks after operation. 
In some clinics these and other antibiotics 
are given two to three months before 
operation. Streptomycin has benefited the 
course of the disease and its prognosis. 
Viomycin, the source of which is Strepto- 
myces Florida, is also an active antibiotic 
in the preparation of these patients. Ac- 
cording to Bortz and his associates it 
greatly retards the action of the tubercle 
bacillus. Viomycin itself is of low toxicity. 
PAS may be combined with the antibiotics 
with a favorable influence on the morpho- 
logic status of the lung and in the prepara- 
tion of the patient for surgical treatment. 
Neomycin and terramycin have also been 
used successfully in retarding the tuber- 
cular process. 

Indications for Pneumonectomy. — 
Bronchial stenosis is a paramount indica- 
tion for the performance of pneumonec- 
tomy. Mrs. M., a registered nurse, hac 
for many years, cough and expectoration 
(1936-1941). A culture of the sputum was 
positive. As the disease progressed, feve) 
would develop as a result of retained se- 
creations due to an obstructed bronchus 
In 1941 a total pneumonectomy was per- 
formed. The patient has been well since 
then, performing her duties as a house. 
wife. 

Cases of bronchiectasis remaining afte: 
thoracoplasty will be benefited by means 
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of a lobectomy, a segmental resection or 
a total pneumonectomy. A tuberculoma of 
the lung is often difficult to differentiate 
from pulmonary carcinoma (Fig. 1A). In 
a recent case, after the lung was removed 
and bisected it was difficult to arrive at 
a correct diagnosis. The microscope finally 
yevealed the true lesion, which proved to 
be earcinoma (Figs. 1A and 2). 

H. K., a man aged 69, was an inveterate 
smoker of cigars. For several years he had 
bad cough and some expectoration. Lately 
the sputum had been blood-tinged. The lesion 
in the lung was accidentally discovered by 
Lis physician as the result of a routine roent- 
een examination. This showed a large well- 
formed encapsulated tumor of the upper lobe 
of the left lung. 

Even with the use of the roentgen ray 
it is often difficult to distinguish between 
caneer, sarcoidosis, Hodgkin’s disease and 
unresolved pneumonia with fibrosis (Fig. 
3A). Persistent cavities and a persistent 
fistula following thoracoplasty constitute 
another indication for pneumonectomy. 
Meyers and Albert stated that pneumo- 
nectomy can be performed provided the 
contralateral lung contains no cavitation. 

As has been stated, the results following 
these operations have been encouraging, 
but not enough time has elapsed to 
justify forming an ultimate opinion con- 
cerning the aforementioned operations, 
resection, lobectomy and pneumonectomy, 
as compared to the forms of collapse with 
which surgeons are more familiar. Ac- 
cording to Mr. Sellors, “later analysis may 
find it difficult to improve the results of 
permanent collapse.” In a recent editorial 
Lindskog has reminded the profession that 
there must be a final five to ten year 
evaluation on follow-up studies after re- 
section. A little more time must elapse 
before a satisfactory conclusion can be 
reached. 

Mooted questions are the performance 
of a thoracoplasty after pneumonectomy 
and closed drainage of the side operated 
on. My associates and I do not believe it 
necessary to perform thoracoplasty, and 
we prefer not to drain the thoracic cavity. 
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Antibiotics are placed in the space after 
operation. 

The success of the operations alluded to 
was due to an improved understanding 
of the physiologic character of the heart 
and lungs. The anesthetist was better 
equipped as a result of this knowledge to 
administer anesthetics in a more scien- 
tific manner. The medical anesthetist has 
contributed much to the comfort of the 
thoracic surgeon by the use of intra- 
tracheal anesthesia and the closed method 
of giving anesthetics. When necessary, 
blood transfusions should be given before, 
during and after operation. As much as 
2,000 ce. of blood should always be avail- 
able for administration by the anesthetist. 

Let us now consider briefly the older 
types of operations responsible for arrest 
of the process in many cases in the past. 
Pneumothorax, phrenemphraxis, phrenico- 
exeresis, in conjunction with pneumoperi- 
toneum, internal and external pneumo- 
nolysis, extrapleural pneumothorax, the 
Monaldi operation for the drainage of 
large cavities, open cavernostomy and 
thoracoplasty, have all had their place in 
the armamentarium of the thoracic sur- 
geon. 

Time will not permit one to consider 
every phase of improvement, or the mor- 
bidity and mortality consequent to these 
operations. Pneumothorax alone has per- 
formed miracles in some patients by ar- 
resting the disease, but combining it with 
phrenico-exeresis and pneumoperitoneum 
has enhanced the therapeutic value of 
these operations. Many complications 
have resulted from the performance of 
pneumoperitoneum. Some have required 
the services of a surgeon. Internal and 
external pneumonolyses are of consider- 
able value, because in many cases the dis- 
ease can be arrested by this procedure 
alone. 

Mr. A. was operated on twelve years ago at 
the Unit of Thoracic Surgery in Hamburg, 
Pennsylvania. An external pneumonolysis was 
performed for a cavity held open by an ad- 
hesion. Coincidentally, a few months ago the 
former patient, who owns a clinical labora- 
tory, was asked to perform some bacteriologic 
tests for me. He informed me he has been 
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well since the operation, minus cough and 
expectoration (Fig.3B). 

Open cavernostomy cannot be con- 
sidered here, although this procedure has 
helped to arrest the progress of the dis- 
case in selected patients with huge cavi- 
‘ies. Extrapleural pneumothorax is par- 
ticularly valuable in cases of bilateral 
tuberculosis of the lungs. 

The operation of thoracoplasty has been 
vesponsible for the return of more patients 
to gainful pursuits than has any other 
‘ype of operation (Fig. 3C). Cases should 
ye properly selected in conference with 
ihe entire staff. The weight curve, quan- 
tity of sputum, hemoptysis, and the sedi- 
mentation rate should be noted. Broncho- 
spirometry function of the lungs should 
be noted, especially in patients’ requiring 
bilat-ral collapse. Patients with large 
exudative processes, extensive bilateral 
lesions and basal cavities should be se- 
lected with caution for thoracoplasty. Pa- 
tients with active and extensive laryngeal 
involvement, serious tuberculosis of the 
intestinal tract, tuberculosis of the bones 
and joints and both kidneys, uncompen- 
sated heart disease and uncontrolled dia- 
betes should not be subjected to thoraco- 
plasty. 

The operation, which may be unilateral 
or bilateral, can best be performed in one, 
two, three or more stages, depending on 
the extent of the disease and the post- 
operative response to the _ successive 
stages. In some cases bilateral thoraco- 
plasty may be performed. The mutilating 
effect is small. Apicolysis (Semb opera- 
tion) should be performed in carefully 
selected cases. This operation has helped 
to close apical cavities. 

The results following the operation of 
thoracoplasty have been amazing. It is 
generally conceded now that those who 
survive the operation for five to eight 
years are fit for work and that tests of 
their sputum gives negative results. This 
is a record difficult to surpass by any 
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Fig. 2.—Case of H. K. The specimen resembled 
a tuberculoma. The microscopic diagnosis was 
carcinoma of the lung. 


form of surgical therapy for the arrest 
of tuberculosis of the lungs. 

R. Christophersen and T. Gessing re- 
ported that, of patients who survived the 
operation five to eight years, about 86 
per cent were fit for work and had “‘nega- 
tive” sputum. Harvey J. Blon gave simi- 
lar statistics in a review of 100 operative 
cases. Refsum reported that the death 
rate among the control group was two 
and one-half times greater than among 
the patients undergoing thoracoplasty. 

Our conclusions after thoracoplasty 
were that “60.2 per cent were satisfac- 
tory, 15 per cent improved and 24.8 per 
cent unsatisfactory. The total mortality 
rate was 16.2 per cent, the operative mor- 
tality 9 per cent (3.8 per cent per stage). 
Seventy-five per cent of the surviving pa- 
tients had negative sputum at the time of 
reporting, three months to three and one- 
half years after operation.” 


Fig. 1 (opposite).—A and B, case of C. L. Proved tuberculoma of the lung (service of Dr. Ralph 
Goldsmith). C and D, case of H. K. Diagnosis was difficult; the lesion looked like a tuberculoma. 
The final diagnosis was carcinoma of the left lung. 
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Fig. 3.—A (case of A. A.), sarcoidosis. B, case of G. A. The patient was operated on thirteen years 
ago. Extrapleural pneumonolysis was performed. Tests of the sputum now give negative results. 


The patient conducts a clinical laboratory. C, case of B. B 


A .three-stage thoracoplasty was per- 


formed. The process in this case is arrested; tests of the sputum give negative results. 


CONCLUSIONS 


1. In the past ten years a new era has 
opened for the treatment of tuberculosis 
of the lung. 

2. Even the skeptics have been sur- 
prised by the amazing results obtained 
from segmental resection, lobectomy and 
pneumonectomy. 

38. Enough time has not elapsed to 
evaluate the therapeutic value of these 
operations. 

4. The roentgen ray, the use of anti- 
biotics, massive blood transfusions and 
the medical anesthetists have made the 
operations reasonably safe. 

5. The many operations available in 
addition to resection to obtain collapse of 
lung must not be ignored. 


RESUMEN 


1. Se ha iniciado una nueva era en los 
ultimos diez afios para el tratamiento de 
la tuberculosis pulmonar. 

2. Han causado sorpresa hasta los 
escépticos los resultados sorpendentes 
obtenidos con la lobectomia y la pneumo- 
nectomia segmentarias. 

3. No ha transcurrido suficiente tiempo 
para estimar el valor terapéutico de estas 
operaciones. 


4. Los rayos roéntgen, el uso de anti- 
bidticos, las transfusiones sanguineas 
masivas y los médicos anestesistas han 
hecho las operaciones razonablemente 
seguras. 

5. No deben ignorarse las muchas oper- 
aciones que pueden utilizarse ademas de 
la reseccién para obtener el colapso pui- 
monar. 


SCHLUSSFOLGERUNGEN 


1. In den letzten zehn Jahren ist eine 
neue Aera in der Behandlung der Lungen- 
tuberkulose eingetreten. 

2. Sogar die Skeptiker sind erstaun‘ 
ueber die mit segmentaler Lappenresek- 
tion und mit Pulmonektomie erzielten 
Resultate. 

3. Es ist noch zu frueh, um den thera- 
peutischen Wert dieser Operationen zu 
ermessen. 

4. Roentgenuntersuchungen, Anwen- 
dung von Antibiotika, massive Bluttrans- 
fusionen und die Anaesthesiologic habe): 
dazu beigetragen, die Operationen ver 
haeltnismaessig sicher zu gestalten. 

5. Neben der Resektion duerfen di 
zahlreichen zur Erzielung eines Lungen- 
kollapses zur Verfuegung stehenden Ein 
griffe nicht ausser Acht gelassen werden 
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CONCLUSIONS 


1. Les 10 derniéres années ont vu la 
naissance d’un nouveau traitement de la 
‘uberculose pulmonaire. 

2. Méme les plus sceptiques ont di se 
rendre aux résultats merveilleux de la ré- 
section segmentaire, de la lobectomie et de 
a pneumectomie. 

3. Il est trop tot pour évaiuer déf- 
nitivement la valeur thérapeutique de ces 
»pérations. 

4. Le RX, les antibiotiques, les trans- 
fusions sanguines massives de méme que 
les anesthésiques médicau ont rendu les 
opérations plus sires. 

5. Il ne faut pas oublier non plus les 
autres opérations de collapsothérapie pul- 
monaire. 

CONCLUSIONI 


1. Negli ultimi 10 anni si é aperta una 
nuova era nella cura della tubercolosi 
polmonare. 

2. Anche gli scettici sono rimasti mara- 
vigliati dai sorprendenti risultati ottenuti 
con le resezioni segmentarie, le lobectomie 
e le pneumonectomie. 

3. Non é tuttavia trascorso un tempo 
sufficiente a permettere di valutare il 
valore terapeutico di tali operazioni. 

4. Lo studio radiologico, l’uso degli 
antibiotici, le trasfusioni di sangue e le 
nuove tecniche d’anestesia hanno reso gli 
interventi ragionevolmente sicuri. 

5. Oltre alle tecniche di resezione non 
debbono essere ignorate le molte opera- 
zioni che mirano a ottenere il collasso del 
polmone. 

CONCLUSOES 


1. Nos passados dez anos uma nova era 
foi aberta para o tratamento da tubercu- 
lose do pulm4o. 
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2. Mesmo os ceticos tem sido sur- 
preendidos pelo fantastico resultado ob- 
tido com a ressecio segmentaria (lobec- 
tomia) e pneumonectomia. 

3. Bastante tempo nao decorreu ainda 
para se avaliar o valor terapeutico dessas 
operacoes. 

4. Os Raios X, o uso de antibioticos, 
transfusdes de sangue massicas. e novos 
anestesicos tornaram a operacao razoavel- 
mente segura. 

5. As muitas operacdes disponiveis, 
adicionalmente, para se obter o colapso do 
pulmao nao devem ser ignoradas. 
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A Utility Shoulder Splint 


ALLAN B. HIRSCHTICK, M.D., F.A.C.S., F.1.C.S. 
CHICAGO 


shoulder and the upper part of the 
arm arises frequently, and many 
times the requirements will be satisfied 
by a nonrigid splint with the arm in 
adduction and the elbow flexed. The use 
of the Velpeau bandage has probably been 
the most popular type of immobilization 
for this purpose; however, it requires fre- 
quent inspection as well as frequent re- 
application. The same holds true of the 
sling and the swathe. A plaster-of-paris 
Velpeau bandage is uncomfortable, be- 
comes loose quickly and is quite bulky. 
The fabric splint described and illus- 
trated here is easily applied, comfort- 
able and can be worn indefinitely. It con- 
sists of a chest band to which are affixed 
two straps and buckles to hold the arm in 
adduction. Another strap is buckled to the 
posterior segment of the chest band and 
is passed over the shoulder, down the an- 
terior chest wall and underneath and 
around the forearm, to be fixed to itself 
by means of a buckle (see illustrations). 
Because this over-the-shoulder strap is 
detachable at both ends, the splint is in- 
terchangeable for and can be used on 
either the right or the left arm. By means 
of this same over-the-shoulder and under- 
the-forearm strap, a positive continuous, 
elevating force can be exerted on the fore- 
arm and arm. This type of force is desir- 
able in the presence of acromioclavicular 
separations and certain fractures of the 
outer third of the clavicle. Even with the 
application of a good deal of pressure on 
the forearm the splint is surprisingly 
comfortable. In addition to the conditions 


Te need for immobilization of the 


From the Orthopedic Service of the American Hospital 
and the Department of Orthopedic Surgery, the Chicago 
Medical School. 

This splint was exhibited at the Annual Meeting of the 
American Academy of Orthopedic Surgeons, Chicago, Janu- 
ary, 1951. 

Submitted for publication Dec. 14, 1951. 


already mentioned it has been used suc- 
cessfully with fractures of the surgical 
neck of the humerus, certain fractures of 
the scapula, bicipital tenosynovitis and 
other soft tissue lesions about the shoulder 
not requiring abduction. It has also found 
use in postoperative fixation after opera- 
tions on the shoulder and after reduction 
of the dislocated shoulder. 

During the many times the splint has 
been used, the need for replacement by a 
more satisfactory type of immobilization 
has never been indicated. 


SUMMARY 


A fabric shoulder splint is described, 
which the author recommends for im- 
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Fig. 2. 


mobilization of the shoulder and the upper 
part of the arm. The splint is suggested 
for use in cases of acromioclavicular sep- 
aration, certain fractures of the outer 
third of the clavicle, fractures of the 
humeral neck, fractures of the scapula, 
bicipital tendonitis, etc. Its construction 
provides maximum comfort for the pa- 
tient during the period of immobilization. 


RIASSUNTO 


Viene descritto un apparecchio di cui 
’Autore raccomanda |’uso per |’immobi- 
lizzazione della spalla e della porzione 
prossimale del braccio. L’apparecchio 
viene consigliato nei casi di disgiunzione 
acromio-clavicolare, in certe fratture del 
terzo esterno della clavicola, nelle fratture 
della scapola e del collo omerale, nella 
tenosinovite del bicipite, ecc. La sua con- 
formazione assicura il massimo conforto 
per i pazienti durante il periodo dell’im- 
mobilizzazione. 


HIRSCHTICK: SHOULDER SPLINT 
RESUMEN 


Se describe una férula para hombro, 
que el autor recomienda para inmobili- 
zacion del hombro y la parte superior del 
brazo. Se sugiere el uso de la férula para 
casos de separacién acromioclavicular, 
ciertas fracturas del tercio externo de la 
clavicula, fracturas del cuello -humeral, 
fracturas del omoplato, tendinitis bicipital, 
ete. Su construcci6n proporciona el maxi- 
mo de comodidad para el paciente durante 
el periodo de inmobilizacion. 


ZUSAM MENFASSUNG 


Es wird eine aus Stoff hergestellte 
Schulterschiene beschrieben, die der Ver- 
fasser zur Ruhigstellung der Schulter und 
der oberen Haelfte des Armes empfiehlt. 
Ihre Anwendung ist gedacht fuer Faelle 
von Trennung des Akromioklavikularge- 
lenks, fuer gewisse Brueche des aeusseren 
Drittels des Schluessenbeins, Brueche des 
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Oberarmhalses und des Schulterblatts, 
Sehnenscheidenentzuendung des_ Bizeps 
usw. Die Binde ist so angefertigt, dass ein 
Hoechstmass von Bequemlichkeit fuer den 
Kranken waehrend der Zeit der Ruhig- 
stellung gewaehrleistet ist. 
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crita, reeomendada pelo autor para imobi- 
lizagao do ombro e da parte superior do 
braco. A tala é sugerida para uso em casos 
de separacéo acromio-clavicular, em certas 
fraturas do terco externo da clavicula, 
fraturas do colo humeral, fraturas da 


omoplata, tendinite bicipital, etc. Sua cons- 
trucéo prevé o maximo conforto para o 
paciente durante o periodo de imobiliza- 
Uma tala de hombro de fabrica é des- cao. 


SUMARIO 


Echoes of the Past 


XXX. PHYSICIAN SIGNERS OF THE DECLARATION OF INDEPENDENCE 
When John Hancock fixed his name to the famous American Declaration, he 
was followed by fifty-six other now famous signers. Of this number six were 
physicians. 


The first physician to sign was Josiah Bartlett of New Hampshire, a delegate 
to the Continental Congress of 1776. His was the ninth signature to be affixed 
to the document. In 1789 Dr. Bartlett was chief justice of the state supreme 
court. Later he was chosen president of the State of New Hampshire, and in 1793 
he became its first governor. 


Another New Hampshire physician, the seventeenth signer, was Matthew 
Thornton. Born in Ireland, Thornton settled in New Hampshire, where he at- 
tained much professional repute. He was active in the government, holding the 
offices of judge of the Superior Court and member of the State Legislature. 


Dr. Oliver Wolcott, tweny-fifth signer of the Declaration, became one of the 
most eminent men of his day. He was a major-general in the Continental army 
and governor of Connecticut. 


The thirty-third signature was that of Dr. George Taylor of Pennsylvania. 
Another physician, Dr. Lyman Hall of Georgia, was the forty-seventh delegate 
to affix his name to America’s document of liberation. 


Posterity has acclaimed Dr. Benjamin Rush, of Pennsylvania, the forty-sixth 
signer, as the most illustrious of the medical signatories. Rush was a man of in- 
tellect, well read, well trained in his profession and a fine teacher. He was one of 
the founders of the Philadelphia Dispensary, the first such institution in the 
United States (1786). Rush was the ablest American clinician of his time. His 
writings and reputation were highly respected in Europe. He served as Surgeon 
General and also as Treasurer of the United States Mint (1799-1813). 


The role played by men of medicine in extraprofessional activities is typified 
by these six signers of the Declaration of Independence. Our profession has a 
noble heritage in the founding of our great nation. 
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Experience with High Costal Margin Incision 


in Surgery of the Stomach and of the 
Gallbladder 


V. ORATOR, M.D., F.I.C.S. 


VIENNA, AUSTRIA 


for patients who have undergone an 

abdominal operation seems to gain 
tollowers in America as well as in Europe. 
‘he old controversial question of the 
choice of a suitable incision therefore 
acquires new importance, since the 
wounds are subject to stress at an earlier 
stage. 

All over the world the majority of 
operations in the upper part of the ab- 
dominal area are approached by a medial 
upper abdominal incision. In the recently 
published second edition of his Hand- 
book of Surgical Technic (Lippincott, 
1947, vol. 3) Max Thorek characterizes 
the situation as follows: “A longitudinal 
incision in the linea alba is the most class- 
ical of incisions. It is simple and effec- 
tive. Unfortunately, the structures here 
are so attenuated that hernia frequently 
results. To avoid this the incisions are 
usually placed lateral to one or the other 
side of the linea alba.” 

Other incisions he cites are: the para- 
median incision (Lenander), the trans- 
rectal incision (Jaboulay) and the para- 
rectal incision (Battle, Kammerer). He 
mentions Bartlett (1933) and Sloan 
(1927) as pioneers in the field of the 
transversel incision. 

Gurd of Montreal, an advocate of the 
transverse incision, included a thorough 
treatise on abdominal incisions in the sec- 
ond edition of Surgical Treatment of the 
Abdomen, a book edited by Bancroft and 
Wade and also published by Lippincott in 
1947, 

*Translated by U. Wessel. 

From the Surgical Department of the Municipal Hospital, 


Wiener-Neustadt (Austria). 
Submitted for publication Nov. 10, 1951. 


[er advantages of early ambulation 
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Experiences with abdominal wounds 
due to high velocity missiles in the first 
World War led me to the conclusion that 
the postoperative course is essentially 
more favorable when transverse incisions 
have been used; that the course of heal- 
ing — even if suppuration occurs — is 
smoother; and that later complications 
are almost inevitably more serious with 
vertical than with transverse incisions. 
Since 1939 Gurd too has been an advocate 
of early ambulation. 

In the German literature, Sprengel in 
1910 emphasized the fact that the median 
incision only apparently spars the muscu- 
lature, because it divides the network of 
interwoven tendon fibers of the abdominal 
aponeurosis vertical to the course of the 
fibers, thereby destroying its consistency. 
Usadel’s diagram of the musculature of 
the upper part of the abdomen (Fig. 1) 
clearly illustrates the conditions of ten- 
sion. The course and the tension of the 
fibers of the obliqus externus, the obliqus 
internus and the transversus muscles 
alone are responsible for the fact that an 
extremely high transverse tension exists 
in the linea alba and leads to postoper- 
ative rectus diastasis, weakening of the 
linea alba, and hernia. 

Recommendation of transverse incisions 
of the upper part of the abdomen by 
Sprengel, Druner, Bakes and Moscowic in 
Europe is supported in America by Bart- 
lett and Sloan and also by Gurd, Ingleton, 
James and McClure. Despite their efforts, 
the transverse incision is not used as a 
rule, probably because the seam closure is 
too complicated for most surgeons. 

Payr and Schmieden tried to solve the 
problem by recommending the routine use 
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Fig. 1—Diagram of the main 
forces of tension on the ab- 
dominal wall. Right, course of 
the fibers of the external and 
internal oblique muscles. Left, 
course of the fibers of the trans- 
versus muscle. strong 
transverse tension in the linea 
alba (the weak point of the 
upper abdominal median inci- 
sion) becomes apparent. 


of Lenander’s paramedian incision. Max 
Thorek also prefers the paramedian in- 
cision for female patients and for explora- 
tory laparotomies. However, a close ex- 
amination of the methods used in oper- 
ating rooms makes it obvious that in most 
operations involving the upper part of the 
abdomen a median incision is employed. 
The alluring simplicity of this procedure 
tempts the surgeon to use it, and thereby 
the dangers of cicatricial weakness and 
postoperative hernia are substantially in- 
creased. In an extensive survey by Rieder 
it was shown that, when the median in- 
cision was employed, cicatricial damage 
resulted in 39 per cent of the cases; this 
is higher than the corresponding figure 
for all other upper abdominal incisions. 
In Graz and Koln, at Haberer’s clinics, 
I too have observed, in different series of 
median incisions, that postoperative cica- 
tricial impairment occurred in 15 to 40 
per cent. In my opinion the only way out 
of this blind alley is application of the 
modified costal incision. 

In an address on the occasion of 
Hiselaberg’s seventieth anniversary 
(1930) his former pupil, Pribram, for- 
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merly of St. Hildegard’s Krankenhaus in 
Berlin, now in New York suggested an 
improvement of the costal margin in- 
cision by Kocher and Courvoisier, which 
he called the costal incision and which 
applied the principle of laminar cutting 
to the old costal margin incision. The in- 
cision is placed through the skin and 
musculature 1 finger breadth above the 
margin of the costal angle. The aponeu- 
rosis of the external oblique muscle, as 
well as the rectus, is cut on the cartilagi- 
nous layer of the costal angle. The nar- 
row patch is lapped over downward to the 
medial side, and the peritoneum is cut 
directly at the margin of the costal angle. 
If necessary, a drain may be led out in 
the lower wound angle in a very favorable 
position. 

In surgical treatment of the gallbladder 
this incision has been employed success- 
fully by Mirizzi (Paris), Fedorow 
(Petersburg), Pototschnigg (Vincenca), 
Stegemann (Dortmund) and _ others. 
Sporadic cartilage necrosis with this par- 
ticular incision has been observed by a 
few (Floerken, Usadel). 

In my opinion Pribram’s incision rep- 
resents a definite advance. Since it also 
has wide potentialities for the surgical 
treatment of gastric ulcer, I have tried to 
find a way to prevent cartilage necrosis. 
Since 1935 I have employed this technic 
in the following manner: 

High Costal Margin Incision.—From 
the beginning I did not think it absolutely 
necessary to cut the musculature of the 
external oblique and rectus muscles in the 
plane of the skin incision down to the 
periosteum of the ribs. I prefer to form 
a narrow patch of skin (Fig. 2A), which 
is medially prepared back over the costa’ 
angle. Then the muscular abdominal wal! 
is cut stepwise at the margin of the costa’ 
angle (Fig. 2A and B). It must be ad 
mitted that this technic of cutting th: 
abdominal wall requires more care ani 
anatomic understanding than does longi. 
tudinal median splitting of the line: 
alba. Furthermore, it should be noted tha 
there are great individual differences i! 
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externas 
dominis 


line) skin incision. 


the development of the muscle bellies. 
The surgeon, therefore, must have ade- 
quate anatomic knowledge and the capac- 
ity for adaptation to cope with the muscles 
and tendons of the individual patient. 
After this patch of skin has been lapped 
over and fixed, over a gauze swab, usually 
with a clamp on the left side of the medial 
line, the aponeurosis of the external 
oblique muscle is obliquely cut, parallel 
to the costal angle and approximately a 
thumb’s width inside it. The muscle layer 
of external oblique muscle is incised to the 
Flower lateral, obliquely to the course of 
its fibers. Then the sheath of the rectus 
muscle (Fig. 3) is split, and the external 
oblique muscle is incised to the lower out- 
side, parallel to the course of its fibers. 
According to the development and the 
width of the rectus belly, this is either 
incised obliquely from the lower outside 
to the upper inside or cut through in its 
outer third. Sometimes it is possible to 
push it medially aside, as with the handle 
of a scalpel, and to fix it with a blunt 
hook. The last layer is the transversus 
muscle, in which the eighth and ninth in- 
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Fig. 2.—A, First and second layer of the high costal margin incision. First layer (interrupted 
Second layer (drawn line) 
anterior sheath of the rectus. B, Deep layers of the high costal margin incision. Third layer, 
partial incision of the rectus belly and the obliquus internus. Fourth layer (note: sides reversed for 
clarity), splitting of the transversus and the peritoneum. 


splitting of the externus aponeurosis and the 


tercostal nerves run. Sometimes it is pos- 
sible to pull these nerves aside and thus 
spare both; usually, however, the eighth 
nerve must be sacrificed. Rarely it is 
necessary to cut both intercostal nerves. 
Nevertheless I have observed that this 
can be done with impunity, certainly be- 
cause of the overlapping innervation of 
the segments. In many cases the wound 
hook held by a second assistant can be 
replaced by an automatic retractor. 
Laminar closure is done under strict 
observation of the anatomic conditions. 
1. The peritoneum and the transversus 
muscle are sewn either continuously or 
with single stitches (interrupted suture). 
2. A short seam is made in the internal 
oblique muscle, respectively of the sheath 
of its fascia. Better observation is insured 
if at this point the lower outer wound 
angle is pulled aside obliquely and caud- 
ally with a small blunt wound hook. The 
seam in the internal oblique muscle is be- 
gun laterally and is continued to the upper 
inside in order to restore the skirting of 
the split sheath of the rectus. Hereby any 
possible tension in the region of the 
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rectus sheath is eliminated. This careful 
seam of the fascia of the internal oblique 
muscle is an essential part of closure of 
a high costal margin incision. 

3. Now one performs continuous suture 
of the anterior sheath of the rectus 
muscle, proceeding from top to bottom. 
This suture changes directly into that of 
the aponeurosis of the externus respec- 
tively that of this muscle. 

4. Suture of the skin is performed in 
single stitches, as in most cases a rubber 
half drain is left for twenty-four hours 
under the narrow patch of skin. It is re- 
moved after twenty-four to thirty-six 
hours. 

The high costal margin incision can be 
performed with the aid of either narcosis 
or local anesthesia. With local anesthesia 
the abdominal wall is first saturated by 
a continuous series of depots of 0.5 per 
cent procaine hydrochloride placed along 
the right costal angle. From 60 to 90 cc. 
is necessary, depending on the constitu- 
tion of the patient. Next an arc-shaped 
injection into the subcutaneous tissue is 
made somewhat above the spot where the 
intended incision is to be placed. After the 
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spinal anesthesia is induced according t. 
the rules set down by Braun. 

At first thought it may seem illogic::| 
tg perform a gastric operation from the 
right costal margin. Yet Noetzel empha- 
sized as early as 1920 that he prefers to 
approach the duodenal perforation from 
the costal margin incision. The truth is 
that the duodenum can be viewed best 
from the costal angle. In addition, many 
patients with duodenal and prepyloric 
gastric ulcers show distortion of the 
pyloric region toward the porta of the 
liver, caused by duodenal and perigastritic 
adhesions. Thus the important aspect of 
gastric preparation is shifted to the right 
side of the hypochondrium. Naturally the 
advantages of this incision are best il- 
luminated if the Billroth resection is em- 
ployed, or its terminolateral modification 
by Von Haberer (Walters, Surg. Clin. 
North America 29:1361, 1949). 

Apart from major operations for carci- 
noma, which should be approached trans- 
thoracically, the high costal margin in- 
cision (modified costal incision of Pri- 
bram) seems to me the most suitable 
approach for operation on the gallbladder 


peritoneum has been opened, typical and the stomach. No doubt it is more 


Fig. 3.--A, Sear of high costal margin incision in a strong leptosomatic patient. B, Scar of hig: 
costai margin incision scar in a pyknic patient. 
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difficult and troublesome than the median 
ineision, but it is not. essentially more 
complicated than -the paramedian. The 
simple upper abdominal median incision, 
however, should be avoided as a rule. 

Altogether I have performed more than 
1.200 high costal margin incisions; 800 
\ere employed in gastric operations, 400 
j1 operations on the biliary tract. So far 
| have not encountered any cicatricial 
}ernias, although in many cases healing 
‘vas by second intention and drainage was 
-equired in more than 50 per cent of op- 
-rations on the biliary tract. Among these 
vere alarming instances of empyema of 
‘he gallbladder, which secreted for a long 
‘ime after drainage. Very interesting was 
the case of an aged, obese woman who 
showed a right-sided inflamed tumor the 
size of a child’s head, which extended to 
the hypochondrium. An inflamed tumor of 
the gallbladder was suspected, but opera- 
tion revealed a large perityphlitic abscess. 
Operation was performed with a high 
costal margin incision which accordingly 
had to be extended caudally and para- 
rectally. Thorough drainage was neces- 
sary, but cicatrization was good and there 
was no inclination toward hernia. 

This resistance of the high costal mar- 
gin incision to hernia seems to me espe- 
cially valuable from the point of view of 
early ambulation, which recently has re- 
ceived more and more consideration 
(Wien. klin. Wchanchr. 1950; Paracelsus, 
Fase. 1). 

The remaining abdominal scars differ 
according to the constitutional type of the 
patient. Figures 4 and 5 show scars of 
high costal margin incisions of a leptoso- 
matic asthenic patient and a patient of 
pyknic habitus. 


CONCLUSIONS 


1. Knowledge of the anatomic-func- 
tional structure of the upper part of the 
abdomen, as well as postoperative clinical 
examination proves the upper abdominal 
median incision to be inadequate and as- 
sociated with extreme susceptibility to 
hematoma, rectus diastasis and hernia. 
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Unfortunately, its advantage is the allur- 
ing simplicity and speed with which it 
can be performed. 

2. Despite urgent recommendations by 
Payr, Schmieden and Max Thorek, the 
better paramedian incision apparently has 
not been generally adopted. 

3. The same holds true for the trans- . 
verse incision recommended by Sprengel, 
Druner, Gurd, Sloan and Bartlett. 

4. Apart from major gastric opera- 
tions that require a transthoracic ap- 
proach, the high costal margin incision 
(modification of Pribram’s costal inci- 
sion) seems to me the most satisfactory 
for operations on the biliary tract, the 
stomach and the duodenum. It requires 
more time and more care than does the 
median incision, but it offers excellent 
exposure and is a safeguard against post- 
operative hernia. In 1,200 high costal 
margin incisions not a single cicatricial 
hernia was observed, despite multiple 
drainage and healing by second inten- 
tion. 

5. The high costal margin incision can 
be performed either with the patient 
under narcosis or combined local and 
spinal anesthesia. 

6. The resistance of the high costal 
margin incision against hernia should be 
extremely valuable from the point of view 
of early ambulation, which as a rule puts 
greater stress on laparotomy. 


RESUMEN 


1. El conocimiento de la estructuraci6n 
anatomofuncional del abdomen superior y 
el del examen clinico postoperatorio, prue- 
ban que la incisi6n mediana abdominal 
superior es inadecuada y se acompana de 
susceptibilidad extrema al hematoma, 
diastasis del recto y hernia. Desafortuna- 
damente, su ventaja radica en la seductora 
simplicidad y velocidad de su realizacion. 

2. La incisi6n paramediana es mejor, 
pero parece que no ha sido generalmente 
adoptada a pesar de las urgentes reco- 
mendaciones de Payr, Schmiden y Max 
Thorek. 
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3. Lo mismo puede decirse de la in- 
cisién transversa recomendada por Spren- 
gel, Druner, Gurd, Sloan y Barlett. 

4. La ineisié6n marginal costal alta (in- 
cisién costal modificada por Pribram) 
parece la mejor para operaciones sobre 
vias biliares, estomago y duodeno, con 
excepcion de las operaciones gastricas 
mayores que requieren via transtoraxica. 
Demanda mayor cuidado y tiempo que la 
incisi6n mediana, :pero ofrece excelente 
exposicién y es eficiente salvaguarda 
contra la hernia postoperatoria. No se 
observ6 ni una hernia cicatricial simple 
en 1,200 incisiones marginales costales 
altas, a pesar de canalizacién multiple y 
curaciOn por segunda intencién. 

5. La incisi6n marginal costal alta 
puede hacerse en paciente bajo narcosis 
o con anestesia local combinada y raquia- 
nestesia. 

6. La resistencia de la incisi6n mar- 
ginal costal alta a la hernia debe valo- 
rizarse extremadamente desde el punto de 
vista de la ambulacién temprana, la que 
impone regularmente mayor’ esfuerzo 
sobre la laparotomia. 


CONCLUSIONI 


1. Le nozioni sulla struttura anatomo- 
funzionale delle regioni superiori dell’- 
addome, unitamente all’esame clinico post- 
operatorio, provano che la laparotomia 
mediana superiore é inadeguata e da molto 
facilmente ematomi, diastasi dei retti ed 
ernie. Sfortunatamente, il vantaggio di 
tale incisione é la allettante semplicita e 
speditezza con cui puo essere eseguita. 

2. Malgrado le calde raccomandazioni 
di Payr, Schmieden e Max Thorek, l’inci- 
sione para-mediana, assai pili vantaggiosa, 
non é stata adottata dalla generalita dei 
chirurghi. 

3. La stessa cosa puod dirsi per la in- 
cisione trasversa raccomandata da Spren- 
gel, Druner, Gurd, Sloan e Bartlett. 

4. Esclusi i grossi interventi sullo sto- 
macho che richiedono la via transtoracica, 
l’incisione alta sul margine costale (modi- 
fica dell’incisione costale di Pribram) mi 
sembra la pill indicata per le operazione 
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sulle vie biliari, sullo stomaco e sul duo- 
deno. Essa richiede maggior cure e temp» 
che l’incisione mediana, ma offre una luce 
eccelente e grande sicurezza nei riguardi 
dell’ernia post-operatorio. In 1200 casi 
in cui tale incisione fu eseguita non si 
osservO neppure un casi di ernia post- 
operatorio, malgrado che in molti casi 
fosse stato usato il drenaggio e fosse inter- 
venuta una guarigione per seconda inten- 
zione. 

5. La incisione alta sul margine costale 
pud essere eseguita sia in narcosi che con 
una anestesia combinata, locale e spinale. 

6. La resistenza dell’incisione alta sul 
margine costale di fronte all’ernia é estre- 
mamente utile per l’alzata precoce, che 
per solito mette a dura prova ogni taglio 
laparotomico. 


ZUSAM MENFASSUNG 


1. Die Kenntnis des anatomisch-funk- 
tionellen Aufbaus des Oberbauches und 
die Ergebnisse postoperativer klinischer 
Untersuchungen zeigen, dass der Ober- 
baucheinschnitt in der Mittellinie un- 
geeignet ist und aeusserst leicht zu Blut- 
erguessen, Rektusdiastase und Bruechen 
fuehrt. Der Vorteil des Schnittes liegt— 
unglueckseligerweiser—in seiner verlock- 
enden Einfachheit und in der Geschwin- 
digkeit, mit der er sich ausfuehren laesst. 

2. Trotz dringender Empfehlungen 
durch Payr, Schmieden und Max Thorek 
hat sich der bessere paramediane Ein- 
schnitt offenbar nicht allgemein einge- 
buergert. 

3. Das Gleiche trifft auf den von Spren- 
gel, Druner, Gurd, Sloan und Bartlett 
empfohlenen transversalen Einschnitt zu. 

4. Mir erscheint der hohe Rippenbo- 
genschnitt, eine Modifikation des Prib- 
ramschen Rippenschnitts, als der beste 
fuer Operationen der Gallenwege, des 
Magens und des Zwoelffingerdarms mi‘ 
Ausnahme der groesseren Magenopera- 
tionen, die einen transthorakalen Zugany 
erfordern. Dieser Schnitt verlangt meh: 
Sorgfalt und Zeitaufwand als der Mittel 
linienschnitt, ermoeglicht aber eine aus 
gezeichnete Freilegung und bildet ein 
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wirksame Vorbeugungsmassnahme gegen 
postoperative Brueche. In 1200 Faellen 
ven hohem_ Rippenbogeneinschnitt ist 
nicht ein einziger Narbenbruch zur 
Beobachtung gekommen trotz haeufiger 
Drainagen und sekundaerer Heilungen. 

5. Der hohe _ Rippenbogeneinschnitt 
k:nn entweder unter Totalnarkose oder 
unter einer Kombination von Lokal- und 
Spinalanaesthesie ausgefuehrt werden. 

6. Vom Standpunkt der fruehzeitigen 
Intlassung aus der Bettruhe betrachtet, 
cie im allgemeinen eine groessere Be- 
l-stung des Bauchschnittes mit sich 
Lringt, sollte die Verhuetung des Narben- 
bruches, die dem hohen Rippenbogen- 
schnitt eigen ist, von hoechstem Werte 
sein, 

CONCI.USIONS 


Se basant sur l’anatomie et la physi- 
ologie et lessuites post-opératoires, |’in- 
cision abdominale médiane supérieure est 
inadéquate, susceptible 4 l’hématome, 1’é- 
cartemente ou la hernie des droits. Son 
seul avantage est la facilité et la rapidité 
avec lesquelles on peut la faire. 

Malgré les insistance de Payr, Schmie- 
den et Max Thorek, une meilleure incision 
paramédiane n’a pas encore été acceptée 
de tous. Ceci se dit d’ailleurs de l’incision 
transverse préconisée par Sprengel, 
Druner, Gurd, Sloan et Bartlett. 

Mise a part la voie trans-thoracique in- 
dispensable pour certains types de gas- 
trectomie, la meilleure incision pour une 
intervention sur les voies biliaires, |’es- 
tomac et le duodénum est l’incision mar- 
ginale et costale haute (une modifica ion 
de lincision costale de Pribram). Cette 
incision demande plus de temps et plus de 
soin mais offre une excellente exposition 
et protége davantage contre l’hernie post- 
opératoire que l’incision médiane. De 1200 
cas ou cette incision marginaleet costale 
haute fut pratiquée, aucun n’a présenté 
une hernie de sa plaie malgré de nom- 
breux drainages et une cicatrisation par 
2e intention. Cette intervention peut se 
pratiquer soit 4 l’anesthésie générale soit 
a l’anesthésie rachidienne et locale. Le 
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grande avantage de l’incision costale et 
marginale haute est de favoriser le lever 
précoce qui exige beaucoup de l’incision 
de la laparotomie. 


CONCLUSOES 


1. O conhecimento anatomico funcional 
da parte superior do abdomen tanto como 
o exame clinico posoperatorio prova que 
a incisio mediana abdominal superior é 
inadequada e associada a extrema susceti- 
bilidade ao hematoma, diastase do rectus 
e hernia. Infortunadamente sua vantagem 
é a seducente simplicidade e rapidez com 
que pode ser executada. 

2. A despeito das urgentes recomen- 
dacdes de Payr, Schimieden e Max Thorek, 
a inciséo paramediana, melhor, nao tem 
sido geralmente adoptada. 

4. Excetuando-se as grandes operacgdes 
gastricas que requerem a via _ transto- 
racica, a incisao alta, marginando a 
arcada costal (modificagao da _ incisao 
costal de Pribram) parece-me ser a mel- 
hor para operacdes sobre o trato biliar, 
estomago e duodeno. Ela requer mais 
cuidado e tempo do que a inciséo mediana, 
mas oferece excelente exposicao e con- 
stitue eficiente salvaguarda contra a her- 
nia posoperatorio. Em 1.200 incisdes 
altas para-costais nenhuma unica hernia 
cicatricial foi observada, a despeito de 
multipla drenagem e cicatrizacaéo por 
segunda intencaéo. 

5. Esta incisaéo pode ser executada seja 
com o paciente sob narcose ou seja com 
anestesia local e raqueana combinadas. 

6. A resistencia desta inciséo contra 
hernia deveria ser extremamente valiosa 
sob o ponto de vista da ambulacaéo precoce, 
a qual, de regra, aumenta a pressao sobre 
o corte. 
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Peritoneoscopy 


F. P. ANTIA, M.D., M.R.C.P. (LOND.), M.S. (U. S. A.)* 
BOMBAY 


HE scientific curiosity of medical 
which leads them to visualize 

every accessible body cavity, has 
always culminated in an advance in the 
diagnosis of disease. The value of peri- 
‘oneoscopy is therefore not a matter of 
surprise. What is really surprising is that 
it was not on a firmer footing till 1937, 
when Ruddock published his exhaustive 
experience; by that time, more compli- 
cated instruments, e.g., the gastroscope, 
were already on a sound basis. 

Peritoneoscopy allows one to visualize 
as wide an area as could be seen by the 
surgeon after incising the abdominal wall 
from xiphoid to symphysis and retracting 
it without touching any viscera. Because 
of inflation with air, the diaphragm is 
separated from the liver. Hence the su- 
perior surface of the liver and the under- 
surface of the diaphragm can be seen 
clearly, which is an advantage denied to 
an operating surgeon. If a view of the 
pelvic viscera is desired, the Trendelen- 
berg position can bring the pelvic organs 
into view. Additional views of the viscera 
can be obtained by turning the patient 
on his side. 

Organs that can be visualized and their 
diseases diagnosed with considerable ac- 
curacy are numerous. Early and late 
cirrhosis of the liver, primary carcinoma, 
secondary metastasis, or hydatid cyst of 
the liver may be detected. 

In a case of jaundice, a small and 
fibrotic gallbladder favors the diagnosis 
of biliary calculus; but if this organ is 
grossly distended it suggests the diagnosis 
of carcinoma of the head of the pancreas. 

Enlargement of the spleen can be visu- 
alized. The colon and the small intestinal 
coils can be seen and peristalsis noted. 
Tuberculous or carcinomatous nodules on 


. *Consulting Physician and Gastroenterologist, Tata Memo- 
rial Hospital, Bombay; Consulting Gastroenterologist, Bai 
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the peritoneum can be demonstrated 
easily. The presence of carcinoma of the 
head of the pancreas sometimes can be 
assumed from generalized elevation of 
the overlying viscera. ; 

In the pelvis, cystic or malignant tu- 
mor of the ovary, ectopic pregnancy and 
fibromyoma of the uterus can be diag- 
nosed. The urinary bladder can also be 
visualized. 

The advantages of peritoneoscopy over 
exploratory laparotomy, as first pointed 
out by Ruddock, may be presented thus: 


Exploratory Laparotomy 

1. Major operation 

Hospitalization two weeks; 

many dressings 

General anesthesia 

Diet limitations 

Discomfort variable 

Incision large 

Mortality 6 per cent 


Peritoneoscopy 
Minor operation 

Hospitalization one day; few 

dressings 

Local anesthesia 
No diet restrictions 
Practically no discomfort 
Incisions small (14 inch) 
Mortality 0.2 per cent. 


99 


There are many surgeons who hold the 
view that they can as well diagnose a dis- 
ease by exploration and therefore nothing 
extra is gained by peritoneoscopy. Condi- 
tions in which peritoneoscopic diagnosis 
can be easily made are cirrhosis of the 
liver and secondary metastasis in the ab- 
domen. These are the very conditions in 
which exploratory laparotomy is associ- 
ated with a high degree of mortaiity, as 
the liver is extensively damaged. McHardy, 
Browne and Edwards reported a mortality 
rate of 12 per cent from exploratory pro- 
cedures involving damage to the liver. 
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Snell also depreciated useless operation 
in eases of hepatic cirrhosis, as it is as- 
sociated with a high degree of mortality. 

Surgeons also forget the economic 
aspect. In India, where the number of 
hospital beds is so limited, a patient in 
whose case secondary metastases in the 
liver or peritoneum have been diagnosed 
by peritoneoscopy can be discharged in 
1 day, allowing more patients to take ad- 
vantage of the hospital, while a laparot- 
omy may hospitalize the patient for two 
weeks. 

Clinically the surgeon is unable to make 
a definite diagnosis in a case of early 
cirrhosis or tuberculous peritonitis. It is 
only in the early stages of these condi- 
tions that a correct diagnosis and rigorous 
treatment enable one to expect a cure. 

Tests of liver function are very expen- 
sive and usually not possible to employ 
in the hospital class of patients. Even if 
the tests are performed, the only possible 
information one can obtain is that the 
liver is damaged. There is no clue to the 
etiologic factors and consequently no in- 
dication of the line of treatment to be 
followed. 

Too often one sees a physician making 
a presumptive diagnosis of tuberculous 
peritonitis and, without any attempt to 
confirm it, ordering streptomycin and 
paraminosalicylic acid, which drains off 
the limited financial resources of the hos- 
pital class of patients. Perhaps the amount 
of money involved means nothing to the 
physician, but from the patient’s point 
of view it may be a matter of life and 
death. If, on the other hand, the drug 
is supplied at the hospital’s expense, 
surely it is unwise to exhaust the financial 
resources of the institution on a presump- 
tive and possibly mistaken diagnosis, 
when peritoneoscopy can result in a re- 
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Fig. 2.—Thoracic roentgenogram of the patient 

with hydatid cyst of the liver shown in Figure 

1C. The opacity at the base of the right lung 
was observed for about eight months. 


liable diagnosis of tuberculous perito- 
nitis. 

Too often I have been asked, even by 
progressive medical men, what benefit the 
patient obtains from the diagnosis of ad- 
vanced cirrhosis, or of primary or sec- 
ondary carcinoma? The patient’s very 
ignorance of the treatment given for such 
diseases is a positive help. If the diag- 
nosis is correct one may advise the pa- 
tient not to waste his money on useless 
drugs or operations. On the other hand, 
if the diagnosis of early cirrhosis or tu- 
berculous peritonitis is made, one may 
confidently advise the patient to muster 
all his financial resources for the treat- 
ment, with a reasonable expectation of 
complete cure. 

A report of 34 peritoneoscopies per- 
formed in various hospitals of Bombay is 
significant in this connection. 

The age of the patients varied from 2 
to 70 years. Ten of the patients were 
children under the age of 11. Adults 


Fig. 1 (opposite).—A, cirrhosis of the liver. The nodular are is surrounded by contraction of the 

fibrous tissues. B, secondary metastasis of the liver. The nodules are discrete on the smooth hepatic 

surface. C, hydatid cyst of the liver. The cyst is bulging from the undersurface of the liver. D, tu- 

berculous peritonitis. Note the small nodules on the peritoneum of the small intestine. Some 

of the fibrinous exudate is seen to be dropping down from the posterior abdominal wall. E, 

tuberculous peritonitis, showing multiple tuberculous nodules. F,, benign cyst of the ovary lying on 
coils of small intestine. 
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were anesthetized by local infiltration of 
procaine hydrochloride; for children it 
was necessary to use general anesthesia 
(Table 1). 


TABLE 1.—Anesthesia 
Anesthesia 


General 
Local 


Age in Years 
2—11 years 
12—70 years 24 


The children tolerated this procedure 
as well as any adult. 

In the 30 patients whose cases are listed 
in Table 2, the diagnosis made by peri- 
toneoscopy was confirmed by either oper- 
ation or biopsy. 


No. of Patients 
10 


TABLE 2.—Thirty Cases in Which Peritoneo- 
scopy Was Helpful 

Diagnosis 

Cirrhosis of the liver 

Secondary metastasis of the liver. . 

Primary malignant disease of the 
liver 

Angioma of the liver 

Hydatid cyst of the liver 

Tuberculous peritonitis 

Carcinoma of the ovary 

Cyst of the ovary 

Adhesions in the gallbladder region 
due to chronic cholecystitis 

Neurosis 


No. of Patients 
9 


ep 


Cirrhosis of the liver (Fig. 1A) and 
secondary malignant disease of the liver 
(Fig. 1B) can usually be easily recog- 
nized. In the presence of primary malig- 
nant tumor of the liver the malignant 
tissue appeared in the right lobe of the 
liver at one localized area. Angioma of the 
liver was observed in a child 4 years old. 
Hydatid cyst of the liver observed in a 
problem case that had baffled the clini- 
cians, as the patient presented herself 
with a nodular goiter, enlargement of the 
liver and an area of opacity at the base of 
the right lung as shown in the roent- 
genogram of the chest (Fig. 2). The 
goiter was removed, and a biopsy report 
of benign adenoma was made. The roent- 
genologist suggested that the opacity in 
the lung was due to hydatid cyst or malig- 
nant change. The Casoni test gave neg- 
ative results. Peritoneoscopy was _ per- 
formed to determine the nature of the 
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hepatic enlargement. A well circumscribed 
cystic condition of the liver was observed 
(Fig. 1C) on the undersurface of the right 
lobe, and a diagnosis of hydatid cyst oi 
the liver was made. An operation was 
performed immediately after peritoneo- 
scopy, and the hydatid cyst of the liver 
was drained. A roentgenogram taken 
three weeks later (Fig. 3) showed marked 
diminution of the lung pulmonary opacity, 
thereby proving the existence of a direci 
communication of the liver cyst with the 
lung. 

Tuberculous peritonitis can be easily 
identified (Fig. 1, D and EF). Benign cyst 
of the ovary presents no difficulty (Fig. 
1F.). 

Adhesions observed near the gallblad- 
der region had suggested a diagnosis of 
chronic cholecystitis in the cases of 3 pa- 
tients, on whom excision of the gallblad- 
der was performed later. 

It is difficult to diagnose neurosis by 
peritoneoscopy. There was persistent pain 


Fig. 3.—Roentgenogram showing considerabl: 
diminution of the opacity in the lung three week: 
after the hydatid cyst was drained. 


= 


cr 


] 
\ 
} 
t 
? 
1 
: 
| 


VOL. XVII, NO. 5 


in the right iliac fossa in a young woman 
with completely normal laboratory values. 
An exploratory operation was deemed 
necessary. Prior to its performance, how- 
ever, peritoneoscopy was performed and 
revealed normal viscera. A diagnosis of 
neurosis was made and the exploratory 
\aparotomy abandoned. The patient was 
later traced to another hospital, where 
iaparotomy was performed, nothing ab- 
normal was found and a normal appendix 
removed. 

Peritoneoscopy proved to be of no help 
in 4 cases. 


TABLE 3.—Cases in Which Peritoneoscopy 
Proved Unhelpful 
No. of Patients 
Failure to pass the instrument.... 2 
Secondary growths in liver which 


Failure to pass the instrument occurred 
in 2 children. The attempt to pass the 
pneumoperitoneum needle too gently, in 
order to avoid injury to the viscera, re- 
sulted in nonpenetration of the perito- 
neum. On pumping, the air collected be- 
tween the peritoneum and the abdominal 
wall; hence the operation resulted in fail- 
ure. 

In the case of 1 woman with persistent 
pain in the right hypochondriac region, 
peritoneoscopy was performed to deter- 
mine whether there was any evidence of 
chronic cholecystitis, as a cholecystogram 
had been inconclusive. On peritoneoscopy 
the gallbladder could not be visualized, 
being hidden on the undersurface of the 
liver. The presence of chronic cholecystitis 
was presumed to be unlikely. Exploration 
a week later, however, showed chole- 
cystitis, with extensive adhesions on the 
undersurface of the liver. 

In 1 case secondary metastasis in the 
liver was missed, as the nodules looked 
highly atypical. Peritoneoscopic diagnosis 
of nodules on the liver, of doubtful origin, 
was made. On exploration the nodules 
were not identified as malignant till a 
biopsy was attempted. The tissue was ex- 
tremely friable. The primary growth was 
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not identified. The patient died a fort- 
night later. Permission for autopsy was 
refused. 

The dangers of peritoneoscopy are few. 
Air inflation between the peritoneum and 
the abdominal wall in the 2 children afore- 
mentioned caused temporary collapse, 
with complete uneventful recovery. In 1 
child with tuberculous peritonitis, subcu- 
taneous emphysema developed and was 
present for a week after a bout of cough- 
ing on recovery from general anesthesia, 
the air from the peritoneum having es- 
caped into the abdominal subcutaneous 
tissues via the peritoneoscopy wound. A 
68-year-old man with advanced cirrhosis 
of the liver was in a completely satisfac- 
tory condition for forty-eight hours after 
peritoneoscopy; then he suddenly col- 
lapsed and died. There was no evidence 
of either peritonitis or abdominal bleed- 
ing, and the death was ascribed to ad- 
vanced cirrhosis. 


SUMMARY AND CONCLUSIONS 


Peritoneoscopy has proved to be a great 
help in the diagnosis of abdominal disease. 
Like any other diagnostic aid in clinical 
medicine, peritoneoscopy is not infallible. A 
positive diagnosis of cirrhosis of the liver 
or tuberculous peritonitis may be of con- 
siderable help in treatment. A judicious 
use of the peritoneoscope may prove to 
be an asset, especially when employed 
prior to an exploratory operative proce- 
dure. A peritoneoscopic diagnosis of tu- 
berculous peritonitis or of secondary 
metastases in the liver may prevent a 
useless laparotomy and unecessary hos- 
pitalization when beds are scarce. 


RESUMEN 


Se ha probado que la peritoneoscopia 
es de gran utilidad en el diagndéstico de 
padecimiento abdominal. La _peritoneo- 
scopia no es infalible, lo mismo que cual- 
quier otro auxiliar clinico para el diag- 
nostico. Un diagnostico positivo de cirrosis 
hepatica o peritonitis tuberculosa facilita 
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considerablemente el tratamiento. El uso 
juicioso de la_ peritoneoscopia puede 
probar su .conveniencia, especialmente 
cuando se le use antes de un procedimiento 
operatorio explorador. El] diagnostico peri- 
toneoscépico de peritonitis tuberculosa o 
metastasis hepaticas puede evitar una 
laparotomia inutil y hospitalizaci6n in- 
necesaria al no disponerse de camas sufici- 
entes. 


CONCLUSIONI RIASSUNTIVE 


La celioscopia si é dimostrata di grande 
aiuto nella diagnosi delle malattie addomi- 
nali. Come qualunque altro sussidio diag- 
nostico, la celioscopia non @ infallibile. 
Una diagnosi di cirrosi del fegato o di 
peritonite tubercolare pud essere di grande 
aiuto nella scelta dei mezzi terapeutici. 
La celioscopia, usata con discernimento, 
pud dimostrarsi pili che utile, specialmente 
se eseguita prima di una laparotomia 
esplorativa. Una diagnosi celioscopica di 
peritonite tubercolare o di metastasi sec- 
ondarie nel fegato, pud evitare un’inutile 
laparotomia ed un ricovero ospitaliero 
non necessario, specie quando vi sia scar- 
sita di letti. 


RESUME ET CONCLUSIONS 


La péritonéoscopie s’est avérée trés utile 
dans le diagnostic des maladies de l’ab- 
domen. Comme tout autre mode de diag- 
nostic, le péritonéoscopie n’est pas infaill- 
ible. Un diagnostic précis de cirrhose du 
foie ou de péritonite tuberculeuse peut 
aider grandement son traitement. L’usage 
judicieux du péritonéoscope est une ac- 
quisition au traitement avant de procéder 
a une exploration opératoire. A l’aide du 
péritonéoscope on peut faire un diagnostic 
de péritonite tuberculeuse ou de métas- 
tase secondaire du foie et ainsi éviter une 
laparotomie inutile surout quand leslits 
hospitaliers sont en manque. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERU NGEN 


Die Peritoneoskopie hat sich als ein 
wertvolles Hilfsmittel in der Diagnostik 
der Baucherkrankungen erwiesen. Wie 
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alle anderen diagnostischen Methoden in 
der klinischen Medizin ist auch die Peri- 
toneoskopie nicht unfehlbar. Die positive 
Diagnose einer Leberzirrhose oder eine: 
tuberkuloesen Bauchfellentzuendung kann 
fuer die Wahl der Behandlung von be- 
traechtlichem Wert sein. Eine mit Ueber- 
legung angewandte Peritoneoskopie kann 
sich, besonders wenn sie einer geplanten 
Probelaparotomie vorangeht, als segens- 
reich erweisen. Die peritoneoskopische 
Diagnose einer tuberkuloesen Bauchfell- 
entzuendung oder von sekundaeren Meta- 
stasen in der Leber kann zur Vermeidung 
ueberfluessiger Operationen und (beson- 
ders bei Bettenknappheit) unnoetiger 
Krankenhausaufnahmen fuehren. 


SUMARIO E CONCLUSOES 


Esta provado que a peritonioscopia é 
de grande auxilio no diagnostico das 
doencgas abdominais. Como nenhum outro 
recurso diagnostico em medicina clinica, 
a peritonioscopia nao é infalivel. Um 
diagnostico positivo de cirrose do figado 
ou de peritonite tuberculosa pode ser de 
consideravel ajuda no tratamento. O uso 
judici6so da peritonioscopia pode ser in- 
contestavel vantagem, especialmente 
quando empregado preliminarmente a um 
processo operatorio exploradér. O diag- 
nostico peritonioscopico da peritonite tu- 
berculosa ou de metastases secundarias 
no figado pode evitar uma laparotomia 
inutil e uma hospitalizacéo desnecessarias 
quando os leitos sao escassos. 


Author’s Note: I wish to express my 
gratitude to the administrative heads, 
physicians and surgeons of the K.E.M. 
Hospital, the Tata Memorial Hospital, 
the J. J. Group of Hospitals and Bai 
Jerbai Wadia Hospital for allowing me 
to perform peritoneoscopy on their pa- 
tients. 
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Curare-Pentothal Anesthesia 
| in 


Endotracheal Intubation and Endoscopy 


B. N. SIRCAR, D.A. (ENG.) * 
BOMBAY 


to anesthesia in recent times has 

been the development of endo- 
iracheal anesthesia by Magill.! To pass an 
endotracheal tube without causing trauma 
io the patient requires two things, 
namely, proper depth of anesthesia and 
vood relaxation of the jaw muscles, which 
is not infrequently difficult to attain in 
certain types of patients when inhalation 
agents are used. The purpose of this 
paper is to describe a method for rapid 
endotracheal intubation by the use of 
curare and pentothal sodium introduced 
intravenously. 

Various methods of rapid induction and 
intubation have been described by various 
authors. Pentothal and cocainization of 
the larynx and pharynx,? pentobarbital 
sodium-curare,’ evipal sodium-curare* and 
finally pentothal-curare® have been used. 
The technic used by the various authors 
has been to introduce the drugs slowly 
till proper depth and relaxation were 
attained. The disadvantages of this slow 
technic have been prolonged apnea and 
occasionally severe laryngospasm, and the 
time taken for intubation also varied 
from one to fifteen minutes. To overcome 
these difficulties, my associates and I have 
developed a different technic by introduc- 
ing curare and pentothal separately and 
quickly, so that the proper depth of anes- 
thesia and adequate relaxation can be 
attained with smaller doses of the drugs, 
as a result of which the chances of pro- 
longed apnea and laryngospasm are 
minimized. 

Technic.—As curare and pentothal are 


O NE of the outstanding contributions 


*Hon. Anesthetist, K. R. M. Hospital, Bombay. 
Submitted for publication Dee. 11, 1950. 


both respiratory depressants, premedi- 
cation with atropine is given only sixty 
minutes before curare-pentothal is given 
intravenously. On the night before the 
operation I like to give a_ short-acting 
barbiturate, i.e., nembutal gr. 114; this 
serves two purposes, first, to determine 
whether the patient is barbiturate-sensi- 
tive, and second, to insure a well rested 
patient. Just before the actual anesthesia 
is started, topical anesthetization of the 
larynx and pharynx is done with 2 per cent 
percaine solution. This not only prevents 
laryngospasm and coughing but lessons 
the dosage of curare and _ pentothal. 
Fifteen mg. of d-tubocurrarine (Tuberine 
of Burroughs-Welcome) and 10 cc. of 5 
per cent pentothal solution are taken in 
different syringes. Three to 10 mg. of 
curare, depending on the age and general 
condition of the patient, is then injected 
intravenously. This is immediately fol- 
lowed by pentothal through the same 
needle, the dose varying from 0.2 to 0.5 
Gm. in no case however the dosage of 
curare exceeded 10 mg. and pentothal 0.5 
Gm. Within thirty seconds after the in- 
jection the desired depth of anesthesia and 
relaxation of the jaw is obtained, and the 
intubation is performed by direct laryn- 
goscopy. 

In Table 1 are listed the types of sur- 
gical procedures for which this technic 
was employed in 80 cases. The ages of 
these patients ranged from 6 to 68 years. 
There was no attempt to choose patients; 
both private and charity patients were 
included. 

Observations —The time required for 
intubation varied from forty-five to ninety 
seconds. In 80 per cent of the cases in- 
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tubation was performed within a minute. 
Laryngospasm was not observed in any 
of these cases; on visualization of the 
larynx the vocal cords were found to be 
either in the abducted position or nor- 
mally active. Coughing followed intuba- 
tion in 2 per cent of the cases. Apnea 
occurred in 6 cases, but its duration was 
three to four minutes only, and this was 
taken care of by controlled respiration. 
Actual anesthesia ‘was then maintained 
either with cyclopropane or with ether. 
None of the patients in this series had 
any pulmonary complications. One impor- 
tant observation was the absence of shock 
during abdominal operations; this, I think, 
was due to curare, which prevents visceral 
traction reflex. 


TABLE 1.—Surgical Procedures 


Partial gastrectomy 
Gastrojejunostomy 
Cholecystectomy 
Appendectomy 
Hemicolectomy 
Tleocolostomy 
Operation for acute abdominal disease 
Vagotomy 

Total hysterectomy 
Subtotal hysterectomy 
Ventral suspension 
Abdominoperineal resection 
Ventral hernias 
Splenectomy 
Rectovesical fistula 
Nephrectomy 
Pyelolithotomy 
Inguinal hernia 
Laminectomy 
Hemimandibulectomy 
Subtotal thyroidectomy 


TABLE 2.—Endoscopies 
Bronchoscopy 
Direct laryngoscopy for removal of polyp in 
vocal cord 


This method of anesthesia is now being 
used for endoscopies.* Fifty such proce- 
dures, including 5 direct laryngoscopic 
operations for removal of polyps of vocal 
cords, 40 bronchoscopies and 5 esophago- 
scopies, have been done by this method of 
anesthesia. Relaxation and exposure were 
excellent, and in none of the cases was 
there any laryngospasm or cessation of 
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respiration. No vomiting occurred either 
during or after the procedure. 
However, there were one or two prob- 
lems that should be well remembered in 
the administration of this type of anes- 
thesia. During esophagoscopy it is very 
important tc see that a clear airway is 
maintained. In 1 case of esophagoscopy 
for removal of a foreign body in the 
esophagus we had considerable difficulty 
in maintaining a clear airway, and we 
had to pass an endotracheal tube. The 
other problem was laryngospasm when 
multiple papillomas were removed from 
the cords. This was due to irritation from 
blood oozing from the raw area, and in 
2 cases we had to pass an endotracheal 
tube and leave it there till the patient 
recovered from the anesthetic. 


SUMMARY AND CONCLUSIONS 


A method of anesthesia with curare and 
pentothal is described for rapid endo- 
tracheal intubation and for endoscopies. 
This method has proved to be both rapid 
and safe in a series of unselected cases. 
It is recommended, however, that this 
technic should be tried only by anesthet- 
ists who are well experienced in direct 
laryngoscopy and endotracheal intubation. — 


CONCLUSIONI RIASSUNTIVE 


Viene descritto un metodo di anestesia 
con curaro e pentothal per la rapida in- 
tubazione endotracheale e per le endo- 
scopie. Tale metodo si é dimostrato rapido 
e sicuro in una numerosa serie di casi non 
selezionati. L’Autore raccomanda tuttavia 
che tale tecnica venga impiegata soltanto 
da anestesisti pratici di laringoscopia 
diretta e d’intubazione endotracheale. 


RESUMEN 


Se describe un método de anestesia con 
curare y pentothal, para intubacién endo- 
traqueal rapida y endoscopias. Se ha 
probado la rapidez y seguridad del método 
en una serie de casos no seleccionados. Sin 
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embargo, se recomienda que esta técnica 
sea usada solamente por anestesistas ex- 
perimentados en laringoscopia directa e 
intubacion endotraqueal. 


SUMARIO E CONCLUSOES 


E’ descrito um metodo de anestesia com 
curare e pentotal para rapida intubacao 
endotraqueal e para endoscopias. Este 
1,etodo tem provado ser ao mesmo tempo 
-eguro e rapido em uma serie de casos 
a0 selecionados. E’ recomendavel, todavia, 
cue esta tecnica seja experimentada 
-omente pelos anestesistas experimentados 
«m laringoscopia diréta e intubacaéo endo- 
traqueal. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Zur Anwendung bei rascher Intubation 
der Luftroehre und bei Endoskopien wird 
eine Form der Narkose mit Kurare und 
Pentothal beschrieben. In einer Rsihe 
nicht ausgewaehlter Faelle hat sich die 
Methode als aeusserst schnell und sicher 
bewaehrt. Es wird allerdings empfohlen, 
diese Technik ausschliesslich Anaesthesi- 
ologen zu ueberlassen, die in der direkten 
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Laryngoskopie und in der Intubation der 
Luftroehre erfahren sind. 


RESUME ET CONCLUSIONS 


Le curare associé au penthotal est un 
procédé anesthésique rapide pour facili- 
ter l’intubation intra-trachéale et les en- 
doscopies. Ce procédé est rapide et sir 
pour n’importe quel cas. Cependant on 
recommande ce procédé que pour des anes- 
thésistes avertis. 
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Massive Neurofibroma (Neurinoma) of the 
Foot with Calcification 


Report of a Case * 


HENRI L. DuVRIES, M.D. anp JOSEPH P. CASCINO, M.D., F.A.C:S., F.I.C.S. 
CHICAGO, ILLINOIS 


cumulation of fibrous connective 

tissue of the neurolemma (sheath of 
Schwann). Since the neurolemma exists 
only in the peripherai nerves,’ this type 
of neoplasm occurs only in the peripheral 
areas of the body. 

The term neurofibroma, implying that 
the fibrosis invades the entire nerve, in- 
cluding the axis cylinder, is misleading. 
That the changes occur only in the nerve 
sheath has been pointed out by Boyd? and 
Ewing.* Hauser* suggested, with support 
from Ewing,’ that the term “neurinoma” 
should supplant “neurofibroma,” because 
it is more descriptive of the true patho- 
logic picture. 

The occurrence of fibroma involving 
peripheral nerves of various parts of the 
body is extensively recorded in the liter- 
ature. The generalized form of this dis- 
ease was first described by von Reckling- 
hausen; multiple neurofibromatosis has 
become a classic entity under his name. 

The cause of the disease is not clear. 
We are of the opinion that the problem 
as related to the foot is the result of 
chronic irritation of the plantar terminal 
nerve fibers. It is well established that pro- 
longed irritation of tissue, either by chem- 
ical agents or by mechanical friction, will 
induce proliferation of fibrous connective 
tissue in the area involved. The branches 
of the plantar nerve lying immediately 
under and between the heads and shafts 
of the metatarsals are subject to constant 
mechanical friction. As the accumulation 
of fibrous connective tissue increases in 
response to the irritation, the nerve be- 
comes more subject to friction because of 
its increased size. Therefore a_ vicious 
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cycle is produced. If this explanation is 
assumed to be correct, the overwhelming 
predilection of neurofibroma for the 
fourth over the other branches of the 
medial plantar nerve can be logically ex- 
plained. Of the five metatarsals the fourth 
is the least securely anchored at its base; 
this permits a floating movement when 
the foot is in motion. This motion, plus 
the wearing of shoes (often ill fitting) 
and subjection of the area to hard under- 
foot surfaces, would explain the afore- 
mentioned phenomena. 

Historical Data.—In 1876, Morton’ elo- 
quently described what is commonly 
known as “Morton’s neuralgia.” In this 
study he suggested that the condition is 
probably caused by neuritis of the fourth 
branch of the medial plantar nerve. 

In 1912 Tubby,* who treated a series 
of patients with “Morton’s neuralgia” by 
excising the head of the fourth metatar- 
sal, stated: ‘On occasion when the nerve 
was seen it was resected and it often 
showed small nodular masses.” 

Prior to 1940 a number of English sur- 
geons noted nodular masses on the plantar 
nerve in the course of surgical procedures 
involving the plantar surface and _ sus- 
pected fibroid changes. However, none 
published his observations, though they 
have been recorded by Nissen.‘ 

Betts* in 1940 was the first to demon- 
strate histologically extensive fibrosis of 
the fourth branch of the medial plantar 
nerve, in a series of 19 cases in which he 
and his colleagues performed resections 
for ‘“Morton’s neuralgia.” Since then. 
McElvenny,” Baker,'’ Bickel,'' Nissen, 
Watson-Jones'? and many others have 
substantiated Betts’ observations. 

A search in the literature reveals thai 
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the medial plantar surface of the left foot. 
The swelling had begun about two years pre- 
viously and had been growing progressively, 
with increasing pain. The swelling had not 
been inflammatory at any time. 

Upon examination the affected foot revealed 
a palpable mass immediately under the shaft 
of the first metatarsal which was painful to 
touch, but on gentle manipulation could be 
pressed into the first metatarsal interspace; 


BRANCH on further mild pressure, a mass could be 
is cccewssyft-ff----Bae BRANCH palpated in the dorsum of the first metatarsal 
ag interspace. 
he ~cooum BRANCH A roentgenogram (Fig. 2) revealed exten- 
he Aa soe sive calcification in the first metatarsal in- 
X- terspace. 
th On September 7 the mass was excised 
e; through a medial plantar incision. After in- 
n cision of the skin the medial border of the 
1s LATERAL PLANTAR 
5 
r- 
O- 
ly 
is 
is 
th 
eS 
Vv Fig. 1—Diagram of plantar nerves of foot. 
| 
re all of the reports of neurofibroma of the 
- foot refer to the third metatarsal inter- 
' space, namely the fourth branch of the 


medial plantar nerve (Fig. 1). The only 
exception is the case reported in 1943 by 
Hauser,‘ who described the excision of a 
massive neurofibroma of the second 
branch of the medial plantar nerve. No 
case of calcified neurofibroma of the foot 
is recorded in the literature. 

The case here reported is that of a pa- 
tient with a massive neurofibroma of the 
second branch of the medial plantar nerve 
with opaque deposits, probably of calcium 
salt origin. 


REPORT OF CASE 


On Aug. 16, 1949, a 29-year-old Negress Fig. 2.—Calecium deposits in first metatarsal 
consulted us because of swelling and pain at interspace. 
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plantar fascia was retracted, and at the 
distal angle of the retracted fascia, a mass be- 
gan to exude (Fig. 3A). By further dissec- 
tion the entire ‘mass was delivered (Fig. 3B) 
and proved to be attached to a pedicle, which 
was severed at the neck. The wound was 
closed without drainage and a compression 
dressing applied. The patient made an un- 
eventful recovery. The neoplasm measured 2.5 
by 2 by 1.5 cm. (Fig. 4). 

Microscopic sections of the tumor mass re- 
vealed the typical palisade cell arrangement 
of fibrous connective tissue tumor of the 
neurolemma (Fig. 5); also numerous areas of 
an inert substance (Fig. 6). 


SUMMARY 


1. Fibroma of the sheaths of peripheral 
nerves has. been a scientific entity since 
von Recklinghausen described multiple 
neurofibromatosis. 

2. In 1876, Morton called attention to 
the possibility that the common occurrence 
of pain at the plantar third interspace 
was associated with neuritis of the fourth 
branch of the medial plantar nerve. 

3. Betts in 1940 was the first to prove 
that Morton’s neuralgia is frequently as- 


Fig. 3.—A, mass extruded from above the plantar fascia. B, entire mass after excision. 
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sociated with fibrous proliferation of the 
medial plantar nerve. 

4. Of the large number of papers that 
have been published since Betts, all con- 
sider only the fourth branch of the media! 
plantar nerve. The exception is Hauser’s 
case, in which the second branch of the 
medial plantar nerve was affected. 

5. For the first time, a case is reported 
of neurofibroma (neurinoma) of the sec- 
ond branch of the medial plantar nerve 
with marked calcification. 

*Since the aforedescribed case was ob- 
served, one of us (Dr. DuVries) has op- 
erated on 2 more patients for neoplasm 
of the first metatarsal interspace. The 
pathologic diagnosis in both instances was 
neurofibroma (neurinoma). 


RESUMEN 


1. El fibroma de las vainas de los nervi- 
os periféricos ha sido una entidad cien- 
tifica desde que von Recklinghausen de- 
scribié neurofibromatosis multiple. 

2. Morton llamo la atencién en 1876 
sobre la posibilidad de la comun ocurren- 
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Fig. 4.—Gross mass (note nerve pedicle immediately below in Figure 3). 


cia de dolor en el tercer espacio plantar, 
junto con neuritis de la cuarta rama del 
nervio plantar medial. 

3. Betts fué el primero que en 1940 
prob6é que la neuralgia de Morton esta 
asociada frecuentemente con proliferacion 
fibrosa del nervio plantar medial. 

4. De los numerosos articulos publica- 
dos desde Betts, todos consideran sola- 
mente la cuarta rama del nervio plantar 
medial, con excepcién del caso de Hauser, 
un caso de neurofibroma (neurinoma) de 
en que la rama afectada fué la segunda 
del nervio plantar medial. 

5. Se da a conocer por primera vez 
la segunda rama del nervio plantar medial 
con marcada calcificacién. 


RIASSUNTO 


1. Il fibroma delle guaine dei nervi 
periferici é divenuto una entita nosologica 
da quando von Recklinghausen descrisse 
la neurofibromatosi multipla. 


2. Nel 1876, Morton richiamo |’atten- 
zione sulla possibilita che il dolore nel 
terzo interspazio plantare, di cosi fre- 
quente osservazione, dipendesse da una 
neurite della quarta branca del nervo 
mediano plantare. 

3. Betts, nel 1940, fu il primo a mettere 
in evidenza che la neuralgia di Morton é 
frequentemente associata alla presenza di 
un fibroma del nervo mediano plantare. 

4. Nei numerosi lavori pubblicati dopo 
Betts, si parla sempre e soltanto della 
quarta branca del nervo mediano plantare. 
Unica eccezione, il caso di Hauser, in cui 
era interessata la seconda branca di tale 
nervo. 

5. Per la prima volta viene riportato 
un caso di neurofibroma (neurinoma) 
della seconda branca del nervo mediano 
plantare con estesa calcificazione. 


ZUSAM MENFASSUNG 


1. Fibrome der Nervenscheiden periph- 
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Fig. 5.—Cross section of tumor. Note pallisade arrangement of cells typical of 
neurofibroma. >< 336. 


erer Nerven bilden seit der Beschreibung 
der multiplen Neurofibromatose durch von 
Recklinghausen eine wissenschaftliche 
Einheit. 

2. Im Jahre 1876 wies Morton auf die 
Moeglichkeit hin, dass das haeufige Auf- 
treten von Schmerzen im dritten Plantar- 
zwischenraum mit einer Neuritis des vier- 
ten Astes des medialen Plantarnerven 
zusammenhaengen koennte. 

3. Im Jahre 1940 wies Betts als erster 
nach, dass die Mortonsche Neuralgie haeu- 
fig mit einer fibroesen Proliferation des 
medialen Plantarnerven einhergeht. 

4. Die zahlreichen Arbeiten, die seit 
Betts veroeffentlicht worden sind, bezie- 
hen sich alle auf den vierten Ast des medi- 


alen Plantarnerven. Die einzige Aus- 
nahme bildet Hausers Fall, in dem der 
zweite Ast des medialen Plantarnerven 
befallen war. 

5. Es wird zum ersten Mal der Fall 
eines starke Verkalkung aufweisenden 
Neurofibroms (Neurinoma) des zweiten 
Astes des medialen Plantarnerven be- 
schrieben. 


SUMARIO 


1. O fibroma das bainhas dos nerv:s 
perifericos uma entidade cientifica 
desde que von Recklinghausen descrev: u 
a neurofibromatose multipla. 

2. Em 1876, Morton chamou a atengé0 
sobre a possibilidade de que a ocurrenc a 
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Fig. 6.—Cross section of tumor, showing inert deposits lower part of field. « 85. 


comum de dor no terceiro inter-espaco 
plantar fosse associada com neurite do 
quarto ramo do nervo medio plantar. 

3. Betts em 1940 foi o primeiro a 
provar que a neuralgia de Morton é fre- 
quentemente associada com proliferacéo 
fibrosa do nervo plantar medio. 


4. No grande numero de trabalhos que 
tem sido publicados desde Betts, todos con- 
sideram somente o quarto ramo do nervo 
plantar medio. O caso de Hauser é a 
excecao, no qual o segundo ramo do nervo 
plantar medio foi afetado. 

5. Pela primeira vez é relatado um 
caso de neurinoma (neurofibroma) do 
segundo ramo do.nervo plantar medio com 
pronunciada calcificacao. 


RESUME 


1. Les fibrOmes des gainesnerveuses 
périphériques sont devenus une entité 
scientifique depuis que Von Recklinghau- 
sen a décrit les neurofibromatoses mul- 
tiples. 

2. En 1876 Morton attiré l’attention 
sur la possibilité que la douleur fréquente 
du 3e espace plantaire peut étre associée 
a une névrite de la 4e branche du nerf 
plantaire médian. 

3. Betts en 1940 a été le premier a 
prouver que la névralgie de Morton est 
souvent associée a prolifération 
fibreuse du nerf plantaire médian. 

4. Parmi le grand nombre de cas rap- 
portés depuis Betts, la majorité s’occupe 


; 
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de la 4e branche du nerf plantaire médian. 
Ilfaut en excepter le cas de Hauser qui 
se rapporte a la 2e branche. 

5. C’est la premiére fois qu’onrapporte 
un cas de neurinéme du 2e tronc plantaire 
médian avec présence de calcifications in- 
tenses. 
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Las becas corresponden: 


Bahia. 


noviembro, inclusive. 


aceptaran becarios. 


Colégio Internacional de Cirujanos Capitulo Argentino 
Becas Externas 
(Para el Brasil) 


Fl] Capitulo Brasilero del Colégio Internacional de. Cirujanos ortogara anual- 
mente tres becas para universitarios argentinos. 


Una para Cirugia Tordcica en Rio de Janeiro, San Pablo, o Santos. 
Una para Cirugia Abdominal en Rio de Janeiro, San Pablo, Santos, 


Una para Especialidad Quirurgica, Anestesiologia, Radiologia, Organiza- 
cion Sanitaria, en Rio de Janeiro, San Pablo, Santos, etc. 
Las becas durardn un mes, prorrogable a dos, entre los meses de abril y 


Consistiran en alojamiento y comida gratuitos y 2.000 (dos mil) cruzeiros 
mensuales en concepto de viaticos. Las autoridades del Capitulo Brasilero remi- 
tiran anualmente al Capitulo Argentino, la lista de los servicios hospitalarios que 


El Capitulo Argentino realizara la seleccién correspondiente y propondra los 
nombres antes del 10 de abril de cada ano. 
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Operative Technic for Reconstruction 
of the Traumatized Palate 


Partial or Total Destruction 


EDWARD A. KITLOWSKI, M.D., F.I.C.S.* 
BALTIMORE 


tially or completely destroyed by 

trauma poses a problem of vital im- 
portance to the patients. They are handi- 
capped in their social life, since it is 
difficult for them to eat in public with- 
out embarrassment. Difficulty in enunci- 
ation creates problems of employment and 
social adjustment. Lack of the ability to 
masticate properly will eventually cause 
gastrointestinal disturbances, with a gen- 
erally poor physical condition and appear- 
ance. 

In young patients with good teeth, den- 
tures with obturator attachments serve 
very well; the close approximation of the 
denture to the margins of the defect, how- 
ever, results in gradual shrinkage of the 
tissues, with the consequent need of fre- 
quent replacements. For a patient with 
an edentulous mouth the plate is extreme- 
ly difficult to use. Such mechanical de- 
vices partly solve the problem, but a re- 
constructed palate is the best solution, 
since it produces a viable closure of the 
defect. 

The following cases illustrate the types 
of defects closed and the procedures used. 


T HE reconstruction of palates par- 


- REPORT OF CASES 


CASE 1—The patient had a left alveolar 
cleft lip and palate. Before her second year 
the lip and palate had been operated on a 


*Clinical Professor of Plastic Surgery, University of Mary- 
land School of Medicine. : 
From the Department of Plastic Surgery, University of 
Maryland School of Medicine, Baltimore. 
Read at the Sixteenth Annual Assembly of the United 
States Chapter, International College of Surgeons, 1951. 
Submitted for publication Oct. 5, 1951. 


number of times; this resulted in complete 
destruction of the hard palate, a freely mov- 
able premaxilla and a badly scarred lip. A 
denture had been made which attached to 
the premolars and two incisors and moved 
freely. The teeth were becoming loose, and 
it was only a question of time, and short time 
at that, before they would be lost, leaving 
the patient with an edentulous mouth and a 
bad cleft. 

Dental consultation was secured, and it 
was decided that the teeth should be ex- 
tracted and the opening in the palate closed 
to permit the use of a denture. 

A tube flap was raised on the neck (Fig. 
1, A and B). The distal end of the flap was 
severed after two weeks and carried into 
the mouth (Fig. 1 C) through an incision 
at the back of the masseter muscle. The flap 
was pulled into the mouth, partially opened 
and sutured into the area near the premaxilla. 
The teeth had been extracted in anticipation 
of this procedure (Fig. 1 D). 

Three weeks later the distal end of the 
flap was severed and the flap sutured into the 
defect. A denture was made and speech 
training instituted. The patient’s speech is 
almost perfect, as is demonstrated by our 
recordings (Fig. 2). The palate has been 
completely reconstructed. 

CASE 2.—The patient had a left alveolar 
cleft lip and palate, complete. During child- 
hood a series of eighteen operations had been 
performed in attempts to close the hard 
palate. In some of these procedures the 
mucous membrane of the lips was used in 
the attempted closure. The sulcus was com- 
pletely obliterated from the left premolars 
to the right premolars. The patient wore a 
denture on the alveolar ridge which was held 
in the mouth with a heavy paste impregnated 
with a piece of gauze. The denture was not 
useful for mastication and was worn for cos- 
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Fig. 1 (opposite).—A, left alveolar cleft lip and palate, complete. Premaxilla loose. Scarred, open 

hard palate. Posterior third of soft plate closed. Double pedicled tube flap raised on neck. B, two 

weeks after operation.. Tubed flap ready for use. C, incision in check with flap inserted. D, flap 
sutured to defect in hard palate. 


metic purposes only (Fig. 3 C). The soft held in place with a dental compound splint 
»alate had been partially closed (Fig. 3 D). molded to fit. One week later the splint was 
here was some atrophy of the premaxilla, replaced by a denture to prevent excessive 
-ith marked deformity of the nose (Fig. 3 B). shrinkage. A cartilage transplant was placed 
A tubed double pedicle flap was raised on in the nose to correct the saddle deformity, 
‘he neck (Fig. 3 A). After three weeks the and some correction was made at the tip. The 
cistal end was severed, inserted into the denture tended to fit loosely because of the 
nouth through an incision behind the mas- absence of bone in the premaxillary region. 
eter muscle (Fig. 4, A and B) and sutured A bone graft taken from the crest of the 
nto the hard palate. Three weeks later the ilium was inserted into the flap in this area, 
proximal end of the flap was severed and which gave a solid base. Some speech train- 
sutured into the soft palate. The flap was ing was then given. The result has been ex- 
not opened because of the lack of tissue for tremely satisfactory (Fig. 4, C and D). 
« lining. Incisions were made on the sides of CASE 3.—The patient had a bilateral cleft 
the flap, two margins being allowed on either lip and palate. The lip had been corrected 
side for sutures to the mucous membrane of before we began the reconstruction of the 
the nasal and oral sides of the cleft. Skin hard palate, which was completely destroyed. 
grafts were used to construct a deep sulcus. We were able to repair a portion of the soft 
The grafts were of the thick Ollier-Thiersch palate. A tubed double-pedicled flap was con- 
type usually called split grafts. They were structed on the neck (Fig. 5 A). After three 


Fig. 2.—A, palate reconstructed. B, denture in place. Patient can use it as though it were an 
ordinary edentulous mouth. 
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weeks the distal end of the flap was severed. 
The gradual constriction of the pedicle was 
done with a rubber band (Fig. 5 B). This 
band gradually cut off the circulation, so 
that after two days the tube could be severed 
and used immediately. This patient had good 
premolars, so that there was danger that the 
tube would be injured when it was inserted 
into the mouth through the incision in the 
cheek. A stent was made to keep the mouth 
partially open, and the jaw was immobilized 
with a head bandage (Fig. 6 C). Three weeks 
later, after the rubber band had gradually 
occluded the circulation, the proximal end was 
severed (Fig. 6 D). The end of the flap was 
sutured into the remaining defect in the hard 
palate (Fig. 7 C). A denture, with an obtur- 
ator, was made, and speech training was 
started. 

CASE 4.—The patient, a white man, was 
an athletic coach. Ten years prior to this 
treatment a growth had developed in the left 
antrum. A biopsy specimen was taken from 
the area and diagnosed as malignant. After 
intensive irradiation the cheek, the antrum, 
a portion of the zygoma and the hard palate 
were removed, leaving a defect in the cheek 
extending to the lip. This defect was closed 
with a flap taken from the arm (Fig. 8 A). 

The patient was forced to give up his oc- 
cupation and seek employment in which talk- 
ing was not essential. During the next ten 
years teeth began to be lost because of the 
irradiation, and eating became a problem. 

A flap was raised on the neck and shoulder 
with a pan, which was lined with a skin 
graft (Fig. 8 B). Three weeks later the pan 
was severed from the shoulder and the flap 
introduced into the mouth through an in- 
cision in the cheek. The pan was opened 
along the end and sides and sutured into 
the defect in the hard palate. For better 
utilization of the rest of the flap, the proximal 
end was sutured into the neck below the 
chin (Fig. 8 C). The flap was then severed 
in the mouth, and the flap thus freed was 
sutured into the cheek behind the original 
flap to give more fullness and elasticity to 
the cheek. After this section had taken, 
the flap was severed from the chin and this 
portion was used to fill out the lip (Fig. 
8 D). The teeth were extracted. The sulcus 
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on the lower jaw was partially obliterated, so 
a graft over a stent was inserted. Dentures 
were made. As a considerable portion of the 
soft palate had been preserved, fairly good 
speech was secured (Fig. 9). Some speech 
training has been given, and the patient is 
now able to resume his former occupation. 

CASE 5.—The patient had a postalveolar 
bilatera] cleft of the palate. Operative at- 
tempts elsewhere over a number _of years 
had resulted in complete destruction of both 
the soft palate and the hard palate (Fig. 10 
B). A double-pedicled tubed flap was raised 
on the neck, and after two weeks the distal 
end was severed (Fig. 10 A). An incision 
was made in the cheek, just behind the pos- 
terior margin of the masseter muscle, on the 
right side (Fig. 11, A and B). The flap was 
introduced into the mouth and flap incised 
on two sides so as to create surfaces for 
suturing to the mucous membrane of the 
nasal and oral surfaces of the margins of the 
cleft. Three weeks later the proximal end 
was severed and the soft palate created. This 
patient has a complete closure suitable for 
wearing a denture (Fig. 11 C). However, be- 
cause of the complete loss of the soft palate, 
there is no muscular function. An obturator 
was constructed as an aid to speech, which 
is fairly satisfactory. 

CASE 6.—The patient had a bilateral cleft 
lip and palate. After numerous operations he 
was referred to us for further care. The lip 
was tight, short and retracted. The tip of the 
nose was pulled down, and the nostrils were 
broad and flat. The premaxilla was partly 
atrophied and in fair position. There was 
complete destruction of the hard palate and 
some scarred soft palate. The soft palate was 
closed a year before correction of the lip and 
hard palate was started (Fig. 12). 

A double-pedicled tubed flap was raised on 
the neck and shoulder. Three weeks later the 
distal end of the flap was sutured into the 
upper lip to provide more tissue (Fig. 13, A 
and B). The proximal end of the flap was 
then severed and sutured to the soft palate 
and the defect in the hard palate (Fig. 13 
C). Three weeks later the flap was again 
severed and the end was used to close the 
defect in the hard palate, while the other 
end was sutured into the lip (Fig. 13 D). 


Fig. 3 (oppesite).—A, left alveolar cleft lip and palate, complete. Tubed double pedicled flap on neck. 
Note saddle nose. B, complete destruction of hard palate. Sulcus under upper lip had been obliter- 


ated in attempts to close defect. C, denture worn by patient held in place with paste and gauze. 
Cannot be used for eating. D, denture removed. Note short soft palate. 
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Fig. 4 (opposite).—A, flap introduced into mouth through incision in cheek. Cartilage transplant 

has corrected saddle deformity of nose. B, flap sutured into mouth, closing defect in palate. C, den- 

‘ure in place. Sulcus was reconstructed with thick Ollier-Thiersch graft. D, denture is sufficient to 
permit fairly good speech. Obturator deemed unnecessary to Speech Clinic. 


\ secondary procedure corrected the lip de- 
f-ct (Fig. 14). The patient has fair speech 
»ad is now under training for further im- 
} sovement. 

COMMENT 


To save time, it is desirable to use 
:eighboring tissue for reconstruction of 
‘ne palate. This area, incidentally, pro- 
vides skin that is almost hairless, a de- 
-irable condition for skin introduced into 
the mouth. The patient in Case 4 com- 
»lained of a few hairs in the palate; these 
nave been destroyed by electrolysis. The 
use of a rubber band for gradually cut- 
iing off circulation in the flap has been 
found invaluable. The rubber band is tied 


Fig. 5.—A, bilateral cleft lip and palate, complete. 


at the base of the flap, causing a slight 
pinching (Fig. 5 B). It is observed after 
one hour to be certain that it has not been 
applied too tightly. There should be no 
cyanosis in the flap at that time. The rub- 
ber band will slowly cut off the circula- 
tion, so that in forty-eight hours it is 
completely obliterated. A test with a pin 
in the flap distal to the rubber band will 
show no sensation. Occasionally the rub- 
ber band may be tightened to some ex- 
tent if it is not pressing into the flap; 
the pressure, however, should not be 
severe enough to cut the skin of the flap. 
It has been our custom to sever the flap 
in the operating room while the area is 


Tubed double-pedicled flap raised on neck and 


chest. Swabs placed beneath to show complete tubing. B, rubber band applied to distal end of tube 
to cut off circulation gradually. 
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Fig. 6 (opposite).—A, flap inserted through cheek. B, flap sutured into defect in the hard palate. 

C, denture in place to keep jaws partly open to prevent injury to flap. Dressing over face used to 

immobilize jaws and keep stent in place. D, rubber band applied to proximal end of flap to occlude 
circulation gradually. 


»eing cleaned up for the next step of the 
operation. This procedure has eliminated 
vartial sectioning with the region under 
iocal anesthesia. Should it be necessary 
‘o delay operation for any reason, the 
‘ubber band can be removed and the flap 
will adjust itself, provided the skin has 
not been cut. 

It has been found that introducing the 
lap into the mouth through an incision 
in the cheek behind the masseter has some 
advantages over passing it in through the 
mouth. A cut is made in the skin and the 
tissues spread with scissors to the mucous 
membrane, which is then cut over the end 
of the scissors. By this procedure one 
avoids trauma to any nerves or vessels 
in the area. The opening is made large 
enough to allow easy passage of the flap. 
If the opening is too small it tends to 
constrict the tube. There is no leakage 
around the opening from the mouth, so 
that very little care need be taken. The 
angle of entrance supports the weight of 


4 


Fig. 7.—A, incision closed in check. B, scars still noticeable on neck (these will fade out). 
palate completely closed. 
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the flap, thus eliminating tension on the 
suture line. In most cases a splint is not 
necessary to keep the jaws apart; this 
aids in making the patient comfortable. 

It is most desirable, if at all possible, 
to reconstruct the soft palate from the 
original tissue. This type of closure pro- 
duces a muscular soft palate that aids a 
great deal in obtaining better speech. 
Even if the palate is very short it is more 
desirable than complete reconstruction 
with a flap. 

Reconstruction of the palate permits 
confidence in the use of complete dentures. 
The dentures will fit well without large 
amounts of adhesive powder and with 
complete assurance that food will not es- 
cape through the nose. 

Patients whose palates have been par- 
tially or totally destroyed will have some 
difficulty with enunciation, depending on 
the degree of loss. These patients should 
be sent to a speech training clinic and to 
a dentist for obturators if necessary. 


: 
- 
e 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


, 
MAY, 195 VOL. 
Kio 
7 
note 
704 
we 


VOL. XVII, NO. 5 KITLOWSKI: RECONSTRUCTION OF PALATE 


lig. 8 (opposite).—A, tubed double-pedicled flap with a pan, which was lined with a skin graft. B, 

note defect in palate. Lighter area in cheek is flap taken from arm ten years before. C, flap at- 

inched to neck after it had been used to fill gap in palate. D, rubber band on flap to occlude cir- 
culation so that it can be severed and inserted. 


Fig. 9.—A, flap finished. Note fullness of side of face. B, original flap in cheek has been partly 
replaced for better color. C, palate completely closed. Denture was made and patient resumed 
his former employment. 


é 


Fig. 10—A, flap raised on neck. B, complete loss of hard and soft palate, 
705 
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Fig. 11.—A, flap inserted through cheek into mouth. B, weight of flap is taken off suture line by 
this method. Sutures near clavicle are the closure of the pedicle. C, flap in placing, giving com- 
plete palate, which, however, is lacking in function because there is no muscle in soft palate. 


SUMMARY destruidos por operacao. A tecnica usada 
em cada caso é descrita. 


Defects of the palate can be satisfac- 
torily closed with tissue brought in from RESUME 
the neck. An effective method of bringing 
the flap into the mouth is through an in- 
cision made in the cheek, posterior to the 


L’A. presenta una serie di casi che 
illustrano la tecnica di cui egli si serve 
per riparare perdite di sostanza parziali 


masseter muscle. ; 
thod f o totali del palato. 
one Di ogni singolo caso viene descritta la 
of the circulation in the flap is the use of _teenica usata. 
a rubber band, which, gradually constricts RESUME 
the tubed flap. 
The reconstruction should be done with L’auteur présente une sérir de cas pour 


the close cooperation of a dentist, who _ illustrer sa technique personnelle de ré- 

should be consulted about the denture and _ fection du palais ni partiellement ni com- 

the requirements necessary to make the pletement détruit par l’opération. I] décrit 

denture fit comfortably and usefully la technique dont il est servi dans chaque 
cas. 


ZUSAM MENFASSUNG 


SUMARIO 


O auto t foe Der Verfasser legt eine Reihe von 
. r apresenta uma série de casOS_ Krankheitsberichten vor, die seine Tech- 
ilustrando sua tecnica para a reconstrugéo nik zur Wiederherstellung des durch 
de palatos, parcial ou completamente Operationen teilweise oder gaenzlich zer- 


Fig. 12 (opposite).—A, flap raised on neck and chest. B, note flap upper lip. Extra length of flap 
necessary to give sufficient material for lip. C, defect in hard palate. Partial closure of soft palate 
was successful. D, note tight upper lift and defect in palate. 
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Fig. 13.—A, distal end of tubed flap was inserted into the upper lip to correct the defect. B, flap 
in place at end of first step. C, flap had been severed at its proximal end and sutured into defec‘ 
in hard palate. D, flap has been divided and ends sutured into lip and palate. 
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Fig. 14.—Note fullness of lip. This was adjusted later to make the lip flat. 


stoerten Gaumens erlaeutern. Er _ be- 
schreibt die in den einzelnen Faellen 
angewandte Technik. 


RESUMEN 


El autor presenta una serie de casos 
ilustrativos de su ténica para la recon- 
struccién de paladares destruidos parcial 


o completamente por operaciOn. Se 
describe la ténica usada en cada caso. 


AUTHOR’S NOTE: I wish to express my 
appreciation for the aid and cooperation 
of Dr. James E. Pyott, who made the den- 
tures, and to the Speech Training Clinic 
operated by the University of Maryland 
at the University Hospital in Baltimore. 
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Fistula of the Mammary Duct 


Report of a Case 


JOHN HERTZ, M.D., D.Sc., F.I.C.S. 
COPENHAGEN, DENMARK 


mammary duct fistula in the stand- 

ard works on surgery and gyne- 
cology, nor does a fairly extensive search 
of the literature reveal any detailed de- 
scription of this condition. 

A woman aged 38, when first seen by 
me, had for seven years been suffering 
from a pathologic condition in the left 
breast. Her general health had always 
been good; there were no antecedent 
traumas and no history of pregnancy. 
The lesion had presumably started spon- 
taneously as an abscess which perforated 
and was further opened by an incision, 
which, as far as I was able to ascertain, 
was small, semicircular and comparatively 
close to the nipple. The node recurred 
several times and was each time treated 
with reexcision; a major operation, re- 
section, had also been performed. 

On February 8, 1950, when I saw the 
patient for the first time, a node was ob- 
served in the left breast, close to the 
nipple, approximately at 5 o’clock. It was 
the size of a hazelnut; a fistula was easily 
opened, and a thick homogeneous fluid 
was discharged; there was no swelling 
of the axillary lymph nodes. Routine ex- 
amination gave essentially negative results 
except for a slightly elevated sedimenta- 
tion rate (15 mm. per hour) ; the Wasser- 
mann reaction was negative; roentgen 
examination of the lungs revealed no 
signs of tuberculosis. It was impossible 
to follow the fistula to its depth by means 
of roentgen examination with a medium. 

On March 11 I operated on the patient, 
making a wedge-shaped resection circum- 
cising the entire lesion, guided by a probe 
in the fistula that extended slightly under 


"Tan is no exhaustive record of 


Submitted for publication Jan. 1, 1952. 
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the nipple; no drains were inserted in the 
wound, which was filled with penicillin 
and sulfa powder and sutured. Operative 
support was provided by vigorous medi- 
cation with penicillin and sulfa drugs. 

Histologic examination of the removed 
tissue revealed neither a malignant nor 
a precancerous lesion, and no specific in- 
flammatory process was present. Tissue 
suggestive of a cyst membrane was not 
observed. 

On March 28, seventeen days after the 
operation, the fistula recurred in the same 
location and remained, with exacerbations 
that were treated by the most different 
procedures, including curettage several 
times repeated and the use of various 
ointments and drugs. 

On November 15, eight months after 
the aforementioned treatments, a new 
major surgical procedure was tried. As 
the lesion had occasionally started as a 
tender node on the other side of the 
nipple, I made a resection on both sides 
of the nipple and placed a drainage under 
the nipple itself, after having burned out 
(by electrocautery) what appeared to be 
the bottom of the fistula. The wound 
healed without complications and_ the 
nipple survived this rather rough treat- 
ment, but the fistula recurred at the same 
place as before. 

On Jan. 18, 1951, treatment with a new 
Swedish ointment, septinal, established 
the existence of communication with a 
duct, as the ointment could be pressed ouit 
from the fistula through the nipple. Cn 
one occasion blood was also discharg«d 
through the nipple during curettage; it 
was consequently obvious that a real dut 
fistula was present. 

Otherwise the condition remained sati;- 
factory. The sedimentation rate slow y 
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decreased and reached a normal level (9 
mm. per hour). Several biopsies revealed 
only a simple inflammatory process, with- 
out signs of any malignant or precancer- 
ous lesion or any specific inflammatory 
condition. 

On February 10 histologic examination 
o' small specimens obtained by curettage 
revealed stratified epithelium (Dr. Svend 

tri). 

On April 18, after the appearance of a 
siiall recurrent abscess, only half the size 
0: a bean, below the bottom of the fistula, 
a renewed attempt was made to control 
t!e situation surgically. I made a resec- 
tion and felt sure that I had circumcised 
tle entire process. In view of the his- 
tologic diagnosis a thorough dissection 
was made beneath the nipple; the whole 
cavity was examined thoroughly and ap- 
peared completely clean. The cavity was 
filled with sulfa-penicillin powder and 
closed in two layers, and a drain was in- 
serted through a contraincision in the in- 
framammary furrow. The treatment was 
vigorously supported by injections of 
penicillin. The drain was retained for 
seven days. Histologic examination again 
revealed no signs of malignant or precan- 
cerous lesions and no specific inflamma- 
tory process (Dr. Svend Petri). 

On May 2, by control examination 
fifteen days after the operation, a slight 
fluctuation was felt in the middle of the 
scar. On opening, a clear fluid was dis- 
charged and a small undermined area was 
revealed, which could be followed a short 
distance toward the nipple, leading to a 
cavity the size of a bean; it was opened, 


and the wound healed without further 


complications. 
On April 15, 1952, the patient showed 
no evidence of recurrence. 


COMMENT 


The diagnosis in this case was fistula 
of the mammary duct. Judging from the 
histologic examination combined with the 
spontaneous onset and the development 
of the condition, its origin in all prob- 
ability was an epithelial cyst. Whether 
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this cyst was derived from remnants of 
the surface epithelium as a small sinus 
developing into an epithelial cyst or 
whether the cyst originated from the 
epithelium in a duct is impossible to ascer- 
tain definitely; the latter explanation, 
however, appears more reasonable. 

As is the case in other parts of the 
body, it was extremely difficult to remove 
all the remnants surgically. It is imper- 
ative, however, to do this thoroughly 
(Max Thorek) and close the fistula. The 
method of drainage employed was sug- 
gested by Bardenheuer’s old technic, with 
wide opening, and by a procedure used 
more recently by the Swedish surgeon Alf 
Sjévall in cases of mammary abscess; this 
surgeon made the incision from the infra- 
mammary furrow and placed the drain- 
age here (Romanus) in order to avoid 
a scar on the surface of the breast and 
at the same time have the outlet from the 
deepest part of the cavity. In the case here 
reported, in accordance with this method, 
a drain was placed through a contrain- 
cision in the inframammary furrow, be- 
hind the sutures. The drain was retained, 
in place until the wound had healed com- 
pletely, and it is probable that by means 
of this method was adequate closure 
finally obtained. 

SUMMARY 


The case is reported of a woman aged 
38 who for seven years had had a fistula 
in the breast, close to the nipple, which 
had presumably started spontaneously as 
an abscess. Numerous and varied ther- 
apeutic procedures, including surgical in- 
tervention, failed to bring about cure; his- 
tologic examination revealed only an in- 
flammatory process, without symptoms of 
malignant or precancerous disease or any 
specific inflammatory condition. After es- 
tablishment of the presence of stratified 
epithelium in the bottom of the fistula a 
major surgical procedure was done, in- 
cluding resection and subareolar dissec- 
tion with thorough suturing of the wound; 
a drain was inserted through a contrain- 
cision in the inframammary furrow and 
was retained until the wound had healed 
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completely. After a postoperative follow- 
up period of twelve months there was no 
evidence of recurrence. 


RIASSUNTO 


Viene riferito il caso di una donna di 
38 anni che da 7 anni aveva una fistola 
localizzata nella mammella in prossimita 
del capezzolo, presumibilmente esito di un 
ascesso. Numerose e varie cure, compreso 
un intervento chirurgico, non riuscirono 
a guarire la lesione; gli esami istologici 
rivelavano soltanto lesioni infiammatorie 
senza segni di metaplasia maligna di stati 
precancerosi o di lesioni specifiche. Stabi- 
lita la presenza di un epitelio stratificato 
nel meato fistoloso, fu eseguito un inter- 
vento di maggior portata consistente in 
una resezione dell’areola seguita da sutura 
completa della ferita; attraverso una con- 
tro-apertura nel solco sottomammario 
venne poi stabilito un drenaggio che fu 
mantenuto fino a completa cicatrizzazione 
della ferita. In 7 mesi di osservazione post- 
operatoria non vi furono segnidi recidiva. 


ZUSAM MENFASSUNG 


Es wird ein Fall einer 38-jaehrigen Frau 
beschrieben, die sieben Jahre lang eine 
Brustdruesenfistel in der Naehe der Brust- 
warze hatte. Wahrscheinlich hatte die 
Erkankung als spontaner Abszess begon- 
nen. Zahlreiche verschiedene Massnahmen 
einschliesslich eines chirurgischen Ein- 
griffs fuehrten zu keiner Heilung. Hi- 
stologische Untersuchungen ergaben ledig- 
lich einen entzuendlichen Vorgang ohne 
Anzeichen einer boesartigen oder prae- 
kanzeroesen Erkankung oder irgendeiner 
spezifischen Entzuendung. Nachdem in 
der Tiefe der Fistel die Anwesenheit von 
geschichtetem Epithel nachgewiesen wor- 
den war, erfolgte ein groesserer Eingriff, 
der die Resektion der Fistel, Freilegung 
des subareolaren Gewebes und sorgfaeltige 
Schliessung der Wunde umfasste; ein 
Drain wurde durch einen Gegenschnitt in 
die Falte unterhalb der Brustdruese ein- 
gelegt und bis zur voelligen Heilung der 
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Wunde liegen gelassen. Innerhalb ven 
sieben Monaten nach der Operation konn- 
ten keine Anzeichen eines Rueckfalls bev- 
bachtet werden. 

RESUMEN 


Se comunica el caso de una mujer de 
38 anos de edad, quien durante 7 ajivs 
habia tenido una fistula de la mama, in- 
mediata al pez6n, que es probable haya 
comenzado espontaneamente como. un 
absceso. Numerosos y diversos procedi- 
mientos terapéuticos, incluyendo interven- 
cién quirtrgica, fracasaron para lograr la 
curacién; los examenes histologicos re- 
velaron solamente un proceso inflamato- 
rio sin sintomas de malignidad o enferme- 
dad precancerosa o estado inflamatorio 
especifico. Después de confirmar la presen- 
cia de epitelio estratificado en el fondo de 
la fistula, se intervino quirirgicamente, 
incluyendo reseccion, diseccién subareolar 
con sutura de la herida, canalizando por 
una contraincisi6n en el pliegue_ sub- 
mamario hasta la curacién completa de la 
herida. No hubo evidencia de recurrencia 
después de 7 meses. 


SUMARIO 


E relatado o caso de uma mulher de 38 
anos que tinha tido uma fistula na mama, 
perto do mamilo, durante 7 anos, a qual 
presumivelmente comecara expontanea- 
mente como um abcesso. Numerosos e 
variados porcessos terapeuticos, incluindo 
intervencao cirurgica, falharam; exames 
histologicos revelaram somente um pro- 
cesso inflamatorio sem sintomas de malig- 
nidade ou de doenca precancerosa ou de 
outra qualquer condicéo inflamatoria es- 
pecifica. Depois que a presenca de epitelio 
estratificado no fundo da fistula foi identi- 
ficada, alta cirurgia foi praticada, in- 
cluindo ressecao, dissecao areolar com sv- 
tura atravez da ferida; um dréno fei 
inserido atravez de contra-incisao no sulc) 
intra-mammario e foi retido até que 
ferida cicatrizasse completamente. Depois 
de uma observacao post-operatoria de sete 
mezes nao houve evidencia de recurrenci«. 
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RESUME 


On rapporte l’histoire d’une femme de 
88 ans se plaignant d’une fistule au sein, 
prés du mammelon, depuis sept ans. Cette 
fistule avait coulé spontanément comme 
un abcés. Plusieurs traitements furent 
employés, méme la chirurgie, sans ré- 
sultat. L’examen histologique a montré 
yu il s’agissait uniquement d’un processus 
inflammatoire bénin et non précancéreux 
sans condition inflammatoire spécifique. 
Apres s’étre assuré de la présence d’un 
¢pithélium stratifié 4 la base de la fistule, 
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on pratique une intervention chirurgicale 
majeure, que consistait dans la résection 
et la dissection avec fermeture compléte 
de la plaie. On placa un drain dans une 
contreincision dans le sillon mammaire in- 
férieur qui fut gardé jusqu’a guérison 
compléte de la plaie. Un “follow-up” post- 
opératoire de sept mois a confirmé la 
guérison. 
REFERENCES 
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It is said that in learning a language one gets a new soul, and 


certainly a strange tongue seems in a peculiar way to take one out 
of oneself and rest his spirit. It is somewhat as if we were children 
again, enjoying the first surprise and adventure of words. At least 
so I have found it, and this, as much as anything, has kept me puz- 
zling over dictionaries. 


—Charles Horton Cooley 


Originality begins in our reaction to the necessary events of 
life, to things that come up hard against us. We are apt to neglect 
these and clog our minds with ideas from without that have no direct 
and functional relation to us. Few students understand that reading 
is the food, not the germ, of good thinking, and nourishes us only 
in so far as we can assimilate it to our own unique organism. 
—Charles Horton Cooley 
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Treacher Collins Syndrome (Dysostosis 
 Mandibulofacialis) 


GERALD BROWN O’CONNOR, M.D., F.A:C.S. anp 
MAURICE E. CONWAY, M.D. 
SAN FRANCISCO 


don ophthalmologist, in 1900 de- 

scribed the classic syndrome of 
congenital symmetric notching of the 
outer third of each lower lid and deficient 
malar bones. This syndrome, as such, went 
unrecognized until 1943, when 3 similar 
cases were reported in the British Jour- 
nal of Ophthalmology by Mann and Kil- 
ner- and by Jonstone.* Besides the eyelid 
and malar deformities, the three authors 
reported associated micrognathia. In addi- 
tion, Kilner’s case had bilateral deformi- 
ties of the ears. Mann’s article reported 
that G. A. Berry' as early as 1888 had 
noted similar congenital lid and chin de- 
formities. Franceschetti and Zwahlen® in 
1944 reported 1 additional case and col- 
lected 7 others. In their opinion the con- 
genital deficiencies of the eyelids, cheeks, 
chin and ears constituted a completely 
new syndrome, and that in the cases pre- 
viously reported these defects were “abor- 
tive” or atypical. In their paper a photo- 
graph of the case was included, and it 
does not differ essentially from those de- 
scribed by E. Treacher Collins and Kilner. 
They evolved the name ‘dysostosis man- 
dibulofacialis” for this syndrome, but ana- 
tomically speaking this does not fully 
describe the deformities encountered. 

In 1949 this syndrome as such was first 
reported in American literature by Straith 
and Lewis,® who described a family of 
5—a mother and 4 children—who exhib- 
ited all of the classic deformities. At a 
meeting of the American Association of 
Plastic Surgeons held at Ann Arbor, 


E, TREACHER COLLINS,' a Lon- 


Read at the eighteenth annual meeting of the American 
Society of Plastic and Reconstructive Surgery at Hollywood, 
Ilorida, Dec. 12, 1949, and at the Sixteenth Annual Assem- 
bly of the United States and Canadian Chapters, Interna- 


tional Coliege of Surgeons, we ie Sept. 11, 1951. 
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Michigan, in May 1949, Iverson‘ reported 
2 additional cases, with all the classic 
defects present, and showed the excellent 
postoperative results he had obtained by 
various reconstructive procedures. I ob- 
served my first case in 1939 (the patient 
was a child aged 6 months) and my second 
in 1948, the patient’s age being 21. I saw 
a similar patient of Pierce and Klabunde 
in 1943, and since then they have in- 
formed me that they have under treat- 
ment 2 more patients, 1 aged 2 years and 
the other 60. We were unaware of what 
the syndrome was called—in fact, like 
some of our predecessors, we thought the 
condition was something new and unusual 
until Straith and Lewis published their 
report in 1949. By chance, in preparing 
the present article, I came across a typical 
case reported by Kazanjian* in 1936; he 
did not attach a name to the syndrome, 
but, like many others, was mainly inter- 
ested in the basic plastic problems in- 
volved. If one searched the literature 
thoroughly, it would probably be revealed 
that numerous additional cases have been 
reported, probably listed for one partic- 
ular defect. 

Whatever this condition may be called, | 
prefer the term “Treacher Collins Syn- 
drome”; the important concept is that 
there are certain associated congenita! 
deformities of the lower eyelids, the malar 
bones, the chin and the ears. The patients 
to all intents and purposes, look as though 
they were cast from the same mold. Ther« 
may be some variations in the number anc 
extent of the deformities, but after re 
viewing the literature and personally see- 
ing 7 such persons (2 of them my own 
patients) I am convinced that it is an es- 
tablished syndrome. 
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The following associated congenital 
anomalies may be listed as constituting 
the Treacher Collins syndrome: 1. Bi- 
interal notching of the lower eyelids. 2. 
ieficiency of the malar bone and infra- 
orbital ridge. 3. Absence of the cilia of 
‘he medial third of the lower lids, with 
‘blique palpebral fissures. 4. Micrognathia. 
». Bilateral deformities of the ears. 

To this list I would add a sixth defi- 
‘ency—not of much consequence, but for 
‘he record—namely, bilateral absence of 
‘he puncta of the lower eyelids. This has 
een present in both of my cases without 
-piphora, the ocular secretion being car- 
‘ied off by exceptionally large upper lid 
yuneta. As the information on this syn- 
drome is meager, I should be extremely 
interested to know whether this condition 
exists in the other cases reported. 

Many additional congenital defects may 
be associated with those aforedescribed. 
The most frequent are: (1) nasal deform- 
ities; (2) malocclusion; (3) absence of 
the external canal, with degrees of deaf- 
ness; (4) cleft lip and palate, and (5) 
deformities of the extremities. 

Reports in the literature of this partic- 
ular syndrome are scanty, but it is my 
impression that heredity plays a promi- 
nent role, and that the female in most 
instances is the dominant factor. Embry- 
ologically, for most of the major defects, 
Ida Mann’s summation, which assigns the 
cause to retardation of differentiation of 
the maxillary mesoderm at and after the 
50 mm. stage, seems the most logical. 

The surgical correction of this _per- 
plexing problem is varied, but there are 
certain basic principles that are univer- 
sally applicable. 

1. Eyelids.—There is a definite lack of 
development of the lower eyelids, with 
different degrees of bilateral notching of 
the rim at its outer third. I have corrected 
these by appropriate Wolfe grafts, inter- 
marginal adhesions and later correction 
of the notching by the Wheeler Halving 
operation. 

2. Malar and Infraorbital Rim Defi- 
ciency.—The construction of the malar 
deficiency can be accomplished at the same 
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time the lower eyelid is grafted without 
any additional facial scars. After the 
rim of the lower lid is freed to bring it up 
into an overcorrected position, the fibers 
of the orbicularis oculi muscle are split 
and the infraorbital ridge and malar emi- 
nence exposed. One can then insert can- 
cellous bone or a sculptured unit of car- 
tilage to correct the underlying hony de- 
formities. The orbicularis oculi muscle 
is then resutured over these grafts, and 
a Wolfe graft to correct the deformity of 
the lower eyelid is sutured into place. 
When correction of the malar deficiencies 
is performed on a patient under the age 
of 17 years, a degree of overcorrection 
should be attempted to compensate for 
future facial development. 

3. Nose.—In the presence of an ab- 
normally large or humped nose, a cosmetic 
rhinoplasty will materially improve the 
facial symmetry. 

4. Ear.—Methods of correction of ab- 
normalities of the ear depend, of course, 
on the material available and the deformi- 
ties encountered. However, there are sev- 
eral basic procedures that I have found to 
improve both appearance and, to some 
extent, hearing: 

a. In my cases and in the reported 
cases in which the ears are abnormal, the 
affected ear is located caudad to its normal 
position on the face. I have corrected this 
by freely mobilizing the ear segment from 
its attachment to the skull and advancing 
it by suture to a higher point of attach- 
ment. This is done through a posterior 
incision, and any redundant scalp or mas- 
toid skin is used to form the postauricular 
area. 

b. When the external canal is absent 
or diminished and there is a decrease in 
the conchal area, hearing and ear recon- 
struction can be improved in the follow- 
ing manner: If the external canal is 
patent but small, transposing flaps, Z- 
plasties and epithelial inlays will serve 
admirably. If the external ear canal is 
absent and there is only a small concha, 
recreation of the areas with an epithelial 
inlay without establishing contact with 
the middle ear has definitely improved 
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hearing on the affected side. This, of 
course, is an incomplete external canal, 
but it serves_a definite place in the im- 
provement of appearance and _ hearing 
function. If the patient is female, in view 
of the present limited knowledge of total 
ear reconstruction, I do not believe that 
she should be subjected to the many and 
various operative procedures available 
just because the surgeon desires to create 
some semblance of an ear. If minor ad- 
justment or the creation of a blind exter- 
nal canal will improve appearance or func- 
tion, these procedures certainly should 
be considered and the anticipated results 
carefully weighed. In the male, I have 
accomplished total or subtotal ear recon- 
struction by burying a single unit of 
carved cartilage under the skin at the 
side of the head and later advancing this 
by implanting an epithelial inlay graft 
behind. The use of a cervical tubed pedicle 
to form the helix or other part of the ear 
is optional. 

5. Chin (Micrognathia).—a. If this is 


extreme and respiratory function is inter- 
fered with, the procedure described by 
Douglas involving temporary adhesion of 
the tongue to the mandible and lower lip, 


should be done. When good respiratory 
function has been established, early re- 
lease of the adhesions is advised, and the 
use of a Davis-Dunn feeding bottle to pro- 
mote mandibular development is strongly 
recommended. At the earliest possible 
moment orthodontic procedures should be 
employed for further stimulation of facial 
development and to effect normal dental 
occlusion. 

b. If the patient is seen late in life, 
mandibular section with or without bone 
grafting may be necessary. Later, when 
good occlusion has been obtained by ortho- 
dontic procedures or mandibular surgical 
procedures, additional reconstructive op- 
erations may be necessary to establish 
facial symmetry. This, in my experience, 
is best accomplished by the addition of 
cancellous bone or an inlaid cartilage graft 
over the symphysis menti of the man- 
dible. If cartilage is used, this pro- 
cedure may be initiated in patients at as 
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early an age as 9 years, with the thought 
in mind that additional implants can be 
made after the dermis has stretched. The 
bony or cartilaginous inlays can be done 
through a small submandibular incisiou 
to decrease facial scarring. The cancellous 
bone is injected subcutaneously by the 
use of the chondrojet. 


REPORTS OF CASES 


CASE 1.—L. C., a boy, aged 6 months, had 
(a) notching of both lower lids, outer third; 
(b) absence of eyelashes on the lower lids, 
inner third; (c) absence of lower lid puncta; 
(d) bilateral ear deformities with absence of 
both external canals; (e) decreased hearing; 
(f) underdevelopment of the maxillae and in- 
fraorbital rims, and (g) micrognathia with 
marked malocclusion. In addition, he had 
bilateral hand and forearm deformity. This 
patient was first seen at the age of 11 months. 
His plastic corrections to date were started 
at the age of 9, and have consisted of (1) 
orthodontia at the age of 8; (2) Wolfe grafts 
to both lower eyelids with cartilage implants 
to build out the maxillary area (notching was 
corrected by the Wheeler-Halving operation) ; 
(3) Right ear: advancement on the skull; 
transposed flaps; Z-plasties and an epithelial 
inlay to provide a concha and a blind external 
canal; Left ear: advancement on the skull; 
carved single unit of cartilage with a post- 
auricular epithelial inlay and an additional 
epithelial inlay to form the concha and the 
blind external canal. It has required five sur- 
gical procedures to date, and I anticipate one 
or two more, at which time I shall build out 
the chin and the right cheek and complete 
whatever steps are necessary for finishing the 
ears. 

CASE 2.—D. A., a woman, aged 21, had (a) 
notching of both lower lids, outer third; (b) 
absence of eyelashes, lower lids inner third; 
(c) absence of lower lid puncta; (d) bilateral 
ear deformities with absence of one external 
canal; (e) decreased hearing; (f) underde- 
velopment of the maxillae and infraorbital 
rims; (g) micrognathia (but good dental 
occlusion). In addition, she had an abnormally 
large nose. She has undergone one operation, 
in which I did a rhinoplasty and built out her 
chin with cancellous bone. 


SUMMARY 


The Treacher Collins syndrome (dyso- 
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stosis mandibulofacialis), which may in- 
clude congenital deformities and defects 
of the ears, the nose, the eyelids, the jaws, 
ie malar bone, the infraorbital ridge, the 
lips, the palate and the extremities, is dis- 
cussed, together with recommendations 
for suitable plastic repair. The cases of 
» patients, a boy aged 6 months and a 
oman aged 21, are briefly reported. 


RIASSUNTO 


Viene discussa la sindrome di Treacher 
Collins (disostosi mandibolo-facciale)— 
che pud comprendere deformita e difetti 
congeniti delle orecchie, del naso, delle 
palpebre, delle mascelle, dell’osso zigo- 
matico, del soleo infra-orbitale, delle 
labbra, de] palato e degliarti-assieme all’- 
esposizione degli appropriati metodi plas- 
tici. 

Vengono poi riportati brevemente i casi 
di due pazienti, un bimbo di 6 mesi e una 
donna di 21 anni. 


SUMARIO 


O sindrome de Treacher Collins (disos- 
tose mandibulofacialis) que pode incluir 
deformidades e defeitos dos ouvidos, nariz, 
sombrancelhas, mandibulas, osso malar, 
arcada infra-orbitaria, labios, palato e 
extremidades, é discutido juntamente com 
recomendagédes para adequada correcao 
plastica. Os casos de 2 pacientes, um 
menino de 6 mezes e uma mulher de 21 
anos sao rapidamente relatados. 


ZUSAM MENFASSUNG 


Treacher-Collinssche Syndrom 
(Dysostosis mandibulofacialis), das kon- 
genitale Deformitaeten und Defekte des 
Ohres, der Nase, des Augenlides, des 
Unter-und Oberkiefers, des Infraorbital- 
randes, der Lippen, des Gaumens und der 
Extremitaeten einschliessen kann, wird 
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eroertert, und Vorschlaege fuer geeignete 
plastische Reparaturen werden  unter- 
breitet. Zwei Krankheitsfaelle, einer einen 
sechs Monate alten Knaben und einer eine 
einundzwanzigjaehrige Frau _betreffend, 
werden kurz berichtet. 


RESUME 


Le syndrome de Treacher Collins, qui 
comporte des difformités congénitales et 
des défauts des oreilles, du nez, despau- 
piéres, des machoires, de |’os malaire, des 
lévres, du palais et des extrémités, est 
étudiée. On recommande aussi la tech- 
nique chirurgicale de correction. Deux cas 
sont rapportes. Celui d’un enfant male de 
6 mois et d’une femme de 21 ans. 


RESUMEN 


Se discute el engafador sindrome de 
Collins (disostosis mandibulofacial), que 
puede incluir deformidades y defectos 
congénitos de oidos, nariz, parpados, man- 
dibulas, hueso malar, borde infraorbitario, 
labios, paladar y extremidades, haciendo 
recomendaciones para la reparacién plas- 
tica conveniente. Se dan a conocer breve- 
mente los casos de 2 pacientes, un nifo 
de 6 meses y una mujer de 21 anos de 
edad respectivamente. 
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BUENOS AIRES 


L progreso de la cirugia toracica en 
E la ultima década ha permitido re- 

solver importantes problemas tera- 
péuticos y decidir la naturaleza de en- 
fermedades hasta entonces abandonadas 
a su propia evolucién. Entre éstas se en- 
cuentran las opacidades redondeadas y 
solitarias del pulmén, tanto malignas 
como benignas, cuyo descubrimiento se ha 
intensificado con el catastro y cuya evolu- 
cién corresponde en Ultima instancia al 
cirujano. 

Entre las lesiones benignas, el grupo 
de los tuberculomas ocupa un lugar prin- 
cipalisimo dado la benignidad aparente 
de la lesién, la incertidumbre del diag- 
nostico clinico-radiologico y la necesidad 
de instituir la toracotomia exploradora an- 
te la posibilidad de que se trate de una 
lesion pulmonar maligna. 

Entendemos por tuberculoma muy 
diversos procesos tuberculosos. General- 
mente se trata de lesiones tuberculosas 
residuales caseo-fibrino-nodosas, reliquias 
de antiguos infiltrados o cavernas, otras 
veces constituyen un foco de tuberculosis 
primaria, apareciendo como un tumor 
redondeado localizado en alguna parte del 
pulm6n con indemnidad clinico-radiol6gica 
del resto del parénquima. 

En el Instituto de Cirugia Toracica se 
han realizado hasta ahora (15 de junio 
de 1951), 21 resecciones pulmonares por 
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tuberculosis, entre las cuales, 7 corre- 
sponden a tuberculomas. 

Patomorfologia.—E]| tuberculoma es un 
tipo de tuberculosis caseofibrinonodosa que 
por su tamano y caracteres morfolégicos 
llama la atencion en el estudio radiolégico. 

La lesion en si es un foco de bronconeu- 
monia de tamafo variable, producto de 
una infeccién primaria o de una reinfec- 
ci6n que dadas las peculiares caracter- 
isticas de -la infeccién tuberculosa puede 
mostrar luego la aparicién de caseum 
(necrosis de coagulacién). Con el correr 
del tiempo, aparece en la periferia del 
foco caseoso el granuloma tuberculoso, 
constituido por células epiteloides ordena- 
das en foliculos y células gigantes de 
Langhans. Por fuera de esta capa de tejido 
de granulacion tuberculosa existe una zon: 
mas o menos amplia de alveolitis exu- 
dativa inespecifica. 

Se establece de esta manera la lucha 
entre el organismo y la lesién, que si se 
resuelve con el triunfo del organismo. 
s6lo restara una lesi6n muy poco visibl 
y bien delimitada. Pero el organismo nv 
siempre consigue este 6ptimo resultado \ 
entonces limita el proceso con un encap 
sulamiento gradual, que se realiza a ex 
pensas de la capa epiteloide. Esta es i: 
etapa de tuberculoma. Este puede per- 
manecer sin experimentar cambios du- 
rante anos o puede continuar la caseifica- 
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cién en su interior, mientras en su peri- 
feria se sigue acumulando tejido fibroso. 

Poco a poco sobre esa capsula com- 

puesta de capas concéntricas de tejido 
fbroso con zonas de hialinizacién e in- 
.jtrada por linfocitos y plasmazelen se 
_stablecen depésitos incipientes de sales 
-e ealcio. El centro caseoso se espesa y 
‘n él se deposita fosfato de calcio. Este 
alcio puede disponerse en capas irregu- 
‘ares o bien en anillos concéntricos con- 
tituyendo los llamados anillos de Liesse- 
sang, que a veces son visibles radio- 
-raficamente, constituyendo los llamados 
uberculomas maduros. 

Otras veces, tuberculomas inmaduros, 
el centro caseoso se reblandece ya sea uni- 
‘ormente o, por areas de tamano variable, 
visibles perfectamente en las radiografias, 
con todos los peligros de su abertura y 
siembra. 

Por fuera de la capsula se encuentra 
tejido pulmonar normal o trabéculas in- 
terlobulillares espesadas que se irradian 
al parénquima pulmonar vecino, desde la 
pared del ndédulo. 

Histolégicamente, en nuestros 7 casos 
operados, se encontraron en 3 (casos 1- 
4-5) focos caseificados rodeados por una 
capsula de tejido fibroso correspondiendo 
entonces a los tuberculomas descriptos 
como inmaduros. Entre ellos 1 (caso 1) 
puede ser clasificado como una tuberculosis 
primaria. En los 4 casos restantes el foco 
caseoso, que en 2 casos estaba en re- 
gresion, en otro ateromatoso y en el cuarto 
necrotico, se encontraba con precipita- 
cidnes de calcio, que en 3 de ellos adquiria 
una disposicién irregular (casos 2-6-7) y, 
en cambio en el otro (caso 3), se disponia 
en forma de anillos concéntricos (anillos 
de Liessegang). 

En cuanto al centro caseoso reblande- 
cido por zonas, nos fué dado observarlo 
en 1 caso (caso 3). 

Diagnostico.—Los casos observados por 
nosotros llegaron a la consulta por catas- 
tro 3, por sindrome bronquial hemoptoico 
1, y por sindrome doloroso toracico 3. 

En sus antecedentes personales, famil- 
iares y ambientales no fué posible encon- 
trar enfermedad tuberculosa. 
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'TTUBERCULOMAS DEL PULMON 


TAIANA ET AL: 


El examen fisico siempre result6 nega- 
tivo. Los examenes de laboratorio, in- 
cluso la eritrosedimentaci6n, se encon- 
traban dentro de las cifras consideradas 
normales. La baciloscopia para el Koch en 
todos los casos, ha sido negativa en reiter- 
adas oportunidades. 

E] examen broncoscépico, realizado en 
5 pacientes, fué negativo en la bisqueda 
de signos directos como era de presumir, 
dada la ubicacion periférica de estas 
opacidades. Los signos endoscépicos mas 
comunmente hallados fueron: 


Carina engrosada y limitada en 

Arbol bronquial normal ...... 1 caso 
Arbol bronquial congestivo ......... 2 casos 
Arbol bronquial congestivo y 


El lavado bronquial efectuado en los 
5 casos, fué negativo para la busqueda 
del bacilo de Koch. 

La intradermo reaccién de Mantoux en 
diluciones de 1/10.000 fué realizada en 4 
casos y nos di6é positiva en 3 y negativa 
en 1. 

La puncién biopsia transtoracica no la 
realizamos en ninguno de nuestros casos, 
pues la contraindicamos frente a la so- 
specha de lesion tuberculosa. 

Creemos con Culver (13) que los tuber- 
culomas deben ser clasificados radiograf- 
icamente en dos grupos de gran valor, 
que determinan la actividad de la lesion 
e indican la necesidad y la urgencia de la 
intervenci6n quirtrgica. 

En el primer grupo, ubicamos a los 
tuberculomas sin calcificaciones, en los 
cuales es necesario instituir de inmediato 
la terapéutica quirtrgica, ante el peligro 
de siembras tuberculosas a punto de 
partida en ellos, y también porque su as- 
pecto radiol6égico con zonas de densidad 
disminuida los hace imposible de diferen- 
ciar del cancer primitivo pulmonar. 

El segundo grupo, esta constituido por 
los tuberculomas con calcificaciones y con 
expectoraci6n negativa, en los cuales la 
intervenci6n quirurgica puede ser diferida 
pero no abandonada, pues las zonas no 
calcificadas pueden ser también punto de 
partida de siembras tuberculosas. 

El examen radiol6gico de nuestros 


un 
ue 
OS 
0. 
3 he: 
3 
le 
O, 
A- 
le 
lo 
l- 
| 
| 
| 
| 
oy, 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


Fig. 1.—Caso 1. 


casos mostré que radioscépicamente la 
opacidad no pulsaba en los 7 casos y que 
seguia los movimientos del pulmén. Su 
ubicacién intrapulmonar fué confirmada 
con el neumotoérax diagnostico en 3 casos. 

El par radiografico mostr6 en todos 
opacidades redondeadas solitarias de tinte 
uniforme, de intensidad semejante a la 
cardiaca, circundado parénquima 
pulmonar sano. En 1 caso (caso 3) se 
agrega a ésta imagen una zona de cavi- 
tacién. En 3 casos (casos 2-3-7) se ob- 
servan imagenes de calcificacién endotu- 
moral y en 1 caso (caso 4) la opacidad 
no es uniforme, dando la sensacién de que 
se trataba de la suma de varias opacidades 
tumorales de menor tamano. La radio- 
grafia penetrante y el estudio tomogra- 
fico permitié observar con mayor claridad 
la cavitacion, las calcificaciones y el 
aspecto de morula del caso 4. En 2 casos 
(casos 5-6) encontramos zonas de densi- 
dad menor dentro de la opacidad del tu- 
berculoma, que correspondian a zonas de 
caseosis. 

Tratamiento.—Pensamos que es dificil 
efectuar el diagndéstico de tuberculoma 
del pulmén con un examen clinico, de 
laboratorio y endoscépico negativo y con 
una opacidad circunscripta en las radio- 
grafias de torax. 

Con esos caracteres pueden presentarse 
el cancer primitivo o secundario, quistes 
hidatidicos, abscesos, neumonitis, hamar- 
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tomas, adenomas, hemangiomas, tumores 
mediastinicos y alguno otra afeccidn 
menos comun. 

Creemos firmemente que todo paciente 
con una opacidad toracica en los cuales 
los otros examenes realizados no permitan 
llegar a un diagnostico, debe ir a la tora- 
cotomia exploratrie, que es un procedi- 
miento diagnéstico y terapéutico con una 
baja mortalidad y morbilidad. 

En ninguno de nuestros casos se efectud 
el diagnéstico de certeza de tuberculoma; 
si bien presuntivamente se lo sospecho en 
4 casos (casos 4-5-6-7). Los 3 casos res- 
tantes fueron intervenidos con diagndés- 
tico de tumor maligno (casos 1-2) y de 


tumor benigno (caso 3). 

En ellos se efectuaron 2 neumonecto- 
mias, 4 resecciones segmentarias atipicas 
y 1 enucleaci6én. 

En las neumonectomias (casos 1-2) 
realizadas porque creiamos encontrarnos 
frente a tumores malignos, se efectuaron 
con ligadura por separado de los elemen- 
tos vasculares y sutura con puntos sepa- 
rados del mufon bronquial. En una de 
ellas el tuberculoma coexistia con un 
quiste hidatidico complicado. En el caso 3 
se observo un plano de clivaje que permiti6 
la enucleacion del tuberculoma. En los 
otros 4 casos restantes se efectuaron re- 
secciones segmentarias atipicas extirpan- 
do el tuberculoma y la zona pulmonar 
vecina aparentemente sana. 
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Resultados — Comentarios. — Todos los 
enfermos de esta serie se operaron en la 
(poca que consideramos de los antibidticos 
(1948 en adelante). Todos recibieron peni- 
vilina y estreptomicina en el preopera- 
torio, durante el postoperatorio en lapsos 
variables para cada caso y, en el acto 
4uirurgico, donde por las sondas pleurales 
sistematicamente se inyectan penicilina 
500.000 u. y estreptomicina 1 gr. En las 4 
vesecciones segmentarias atipicas, ademas, 
‘e espolvoreé estreptomicina en polvo en 
ia superficie cruenta pulmonar. 

Todos fueron intervenidos con anestesia 
veneral e intubacién laringotraqueal, colo- 
candose en la mesa de operaciones en de- 
cibito lateral opuesto al de la lesién. En 
todos se _ realiz6 toracotomia postero 
lateral con resecciones de trozos posteri- 
ores de dos o tres costillas, con individual- 
izacion y ligadura de los_ respectivos 
paquetes intercostales. 

Todos los pacientes tuvieron un post- 
operatorio sin incidencia obteniéndose una 
recuperacion funcional total. En un paci- 
ente (caso 2) dada su edad, la amplitud 
de la cavidad pleural residual, la desvia- 
cién del mediastino hacia el lado operado 
y la sobredistensién del pulmén rema- 
nente, fué necesario practicarle una to- 
racoplastia posterior escalonada de aflo- 
jamiento. 

En ninguno de los casos intervenidos 
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se observ6 siembra, reactivacion u otra 
complicacion tuberculosa. 

El lapso transcurrido desde la inter- 
vencion, es el siguiente: 


Mas de 8 anos 2 pacientes 


1 paciente 
Entre 1 y 2 anos 1 paciente 
Menos de 1 ano . +3 pacientes 
Todos se encuentran reintegrados a 


sus ocupaciones habituales cumpliendo 
trabajos y horarios similares a los de sus 
companeros de tareas. 

Los resultados de nuestra serie de 7 
tuberculomas en 21 resecciones pulmon- 
ares, con una mortalidad de O y con una 
curaci6n del 100%, puede compararse con 
la de Husdeldt y Carlson (10) que en 33 
exeresis por tumores pulmonares s6lidos, 
resecan 2 tuberculomas. La serie de Over- 
holt y Wilson publicada (11) senala que 
en octubre de 1945 sobre 165 resecciones 
por tuberculosis tenian 4 por tubercu- 
lomas. Holmes Sellors e Hicky (15) tenian 
15 en 78 resecciones pulmonares por tu- 
berculosis. Johnson, Clagett y Good (16) 
sobre 114 resecciones pulmonares por 
lesiones quirurgicas del torax, de las cuales 
53 se efectuaron con diagnostico de tumor, 
realizaron 3 por tuberculomas. Bayley, 
Glover y O’Neil (17) sobre 200 resec- 
ciones, extirpan 4 tuberculomas. Ultima- 
mente Culver y Concannon (13) comuni- 
caron la reseccién de 11 tuberculomas y 
Mahon y Forsee (14) de 48. Juan Carlos 


Fig. 2.—Caso 2. 
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Fig. 3.—Caso 3. 


Rey (9) comunico en las 3as. Jornadas 
Argentinas de Cirugia Toracica, 2 casos. 

Creemos que los resultados obtenidos 
se deben a la decisién de intervenir las 
opacidades redondeadas pulmonares sin 
contar con un diagndstico de certeza 
prévio, a los cuidados pre y post opera- 
torios, a la técnica seguida en las resec- 
ciones y al uso generoso de los anti- 
bidticos. 

Si bien ha pasado tiempo suficiente para 
juzgar los resultados inmediatos creemos 
que se debe esperar atin para valorar los 
resultados alejados. 


CASUISTICA 


Caso 1.—G.J. de los S., R. G. 2262, 32 afios, 
argentino, masculino, jornalero, 3/1/48. 

Comienza en septiembre de 1947 con dolor 
localizado en region paraesternal y tetilla 
izquierda, al comienzo leve pero que se fue 
acentuando en intensidad y duracion constante 
durante el dia y la noche. El dolor se agudiza 
con las inspiraciones profundas, tos o cual- 
quier otro esfuerzo. 

En algunas oportunidades se irradiaba al 


hombro izquierdo. Al mismo tiempo tiene | 


coriza, tos, expectoracién mucopurulenta, fe- 
bricula. 

Hace abandono del trabajo y consulta a un 
médico, quién le indica reposo y lo medica 
sintomaticamente. 

Posteriormente, como no mejora, consulta 


otro médico quien le hace obtener radiografia 


de torax y al notar una opacidad en pulmoén 
izquierdo, lo envia al Instituto de Cirugia 
Toracica donde ingresa en enero de 1948. 

Dia pulmonar: Al ingreso no hay sintomas 
toracicos. 

Antecedentes familiares, ambientales y per- 
sonales: Sin importancia. 

Exdmen fisico: Peso actual: 71 kg., peso 
anterior: 71 kg. Examen fisico sin particulari- 
dades dignas de mencion. 

Exdmenes de laboratorio: 5/1/48: Con- 
tenido gastrico: negativo para el bacilo de 
Koch. Eritrosedimentacion: la. hora, 90 mm., 
2a. hora, 120 mm. 1. de Katz: 75. Resto de 
los exdmenes con resultados dentro de los 
limites considerados normales. 

Exdmenes radiograficos: Un par radiografico 
obtenido el 14 de enero de 1948, muestra una 
imagen de aspecto tumoral a mayor diametro 
vertical ubicada en la regién paratraquea! 
izquierda, y en el perfil se la ubica por delante 
de la traquea. 

Broncoscopia: 5/1/48 (Dr. Aracama Zo- 
rraquin) : Cuerdas vocales movibles, discret- 
amente congestivas y edematosas. Traquea, 
pared posterior haciendo procidencia en la 
luz que se encuentra reducida en su didmetro 
anteroposterior e impide el paso del bron- 
coscopio. Mucosa sana. 

Exploracién funcional: Capacidad vital: 
3465 cc. Aire complementario: 2655 cc. Aire 
de reserva: 540 cc. 

La intervencion se llev6 a cabo el 11 de 
febrero de 1948. (Dr. V. A. Aracama Zorra- 
quin), efectuandose neumonectomia izquierda 
con individualizacion y ligadura de los ele- 
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mentos del pediculo y seccién y sutura del 
bronquio con la técnica de Sweet con algodon 
reforzado con un surget con catgut 0 en 
avuja atraumatica. 

Cicatrizacion por primera de la toracotomia, 
y los elementos del pediculo, siendo dado de 
a!'a curado, al mes de operado. 

Una radiografia obtenida en el postoper- 
a‘orio alejado, muestra una opacidad total 
d hemitérax deshabitado, con elevacién del 
d afragma izquierdo y retraccién de los es- 
}-cios intercostales del mismo lado. El] medi- 
« tino también se encuentra atraido hacia el 
1. do operado. 

A raiz de esta radiografia se le propuso 
2 paciente efectuar le una toracoplastia cor- 
1.ctora, pero no fué aceptada por el mismo, 
dado lo bien que se encontraba. 

Examen andtomo patolégico (Dr. Ferndn- 
Luna): Protocolo histolégico 4503. Ex- 
amen del pulmon izquierdo. Diagnostico: Tu- 
bereuloma del l6bulo superior. Se observan 
algunas areas caseificadas rodeadas por tejido 
fibroso, formaciones foliculares y algunas 
area de alveolitos macrofagicas. Focos case- 
osos enquistados en ganglio peribronquial. 

Caso 2.—L.E.F., R.G. 2667, I.C.T., mascu- 
lino, 26 anos, argentino, empleado. 

Comienza su enfermedad en enero de 1948, 
con dolor punzante en la base del hemitorax 
izquierdo, sin irradiacién, que le impide la 
inspiracion profunda. Se acompafa de tos y 
expectoracién mucopurulenta en escasa can- 
tidad. Consulta médico de inmediato, quién lo 
trata sintomaticamente. Mejora y a los 10 
dias se reintegra a su trabajo, quedando con 
tos y expectoraci6n mucopurulenta, nota que 
en varias oportunidades la expectoracién fué 
sanguinolenta. 

En febrero de 1948, el cuadro se repite pero 
esta vez con fiebre (38°5). Nuevo examen 
médico y cuando desaparece la fiebre, re- 


Fig. 4.—Caso 4. 
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suelve bajar a Buenos Aires y se dirige a 
nuestro servicio para consultarnos. 

Dia pulmonar: Tos escasa, 10 esputos 
mucosos. Sin dolores toracicos. 

Antecedentes familiares, ambientales y 
personales: Sin importancia. Fumador de 112 
atados de cigarrillos, tabaco negro. No bebe. 

Edmen fisico: Peso actual: 76.500 kgs. Peso 
anterior: idem. 

Exdmen cardiovascular (Dr. J. Gonzdlez 
Videla): Suave soplo sistélico, ruidos ligera-. 
mente apagados en base con reforzamiento 
relativo del 2° ruido aértico. Resto de] examen 
sin particularidades. 

Exémenes de laboratorio: 24/V1/48: Globu- 
los blancos: 12.000. Numerosos examenes de 
expectoracién y contenido gastrico negativos 
para el bacilo de Koch. Resto de los examenes 
dentro de los limites consideracdos normales. 

Exdmenes radiolégicos: Una _ radiografia 
simple obtenida antes de la intervencion mues- 
tra una imagen doble, ubicadas ambas en el 
hemit6rax izquierdo. La primera y superior 
se encuentra en el angulo que forma la ex- 
tremidad anterior de la primera costilla con 
la clavicula. La segunda de aspecto mas 
abollonado esta por encima del hilio izquierdo 
y frente al cayado de la aorta. 

Broncoscopia (Dr. H. Nardelli): 27/11/48: 
Proceso de tradqueo bronquitis generalizada. 
Carina ensanchada y muy limitada en sus 
movimientos. 

La intervencion se llev6 a cabo el 28 de 
junio de 1948 (Dr. J. A. Taiana) efectuan- 
dose neumonectomia izquierda con individu- 
alizacién y ligadura de los elementos del 
pediculo, seccién, seccién y sutura de bron- 
quio primario con la técnica de Sweet con 
puntos separados de algodon, reforzado con 
un surget de catgut simple O en aguja atrau- 
matica. Es de hacer notar que luego de la 
ligadura y secciodn de la vena pulmonar in- 
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ferior, se procedié al aislamiento y ligadura 
temporaria sobre medio tubo de caucho del 
bronquio primario, se continud luego con el 
aislamiento y ligadura de la arteria pulmonar, 
aislamiento, ligadura y seccidn de la vena 
pulmonar superior con sus dos ramas. Seccion 
de la arteria pulmonar y luego, prévia seccion 
de la ligadura bronquial temporaria se pro- 
cedié a la seccién y sutura del bronquio 
primario izquierdo segtn la técnica descripta. 

La herida operatoria y los munones del 
pediculo cicatrizaron por primera. 

Cinco meses después y con el objeto de 
evitar la desviacién del mediastino hacia el 
lado operado y el enfisema pulmonar con- 
trolateral, fué sometido a dos tiempos de 
plastica, resecandose parcial y escalonada- 
mente desde la 2a. y 9a. costilla. 

La radiografia del postoperatorio alejado 
muestra, luego de habérsele practicado tres 
tiempos de toracoplastia de aflojamiento y 
acomodaci6n, el mediastino desviado, el hemi- 
diafragma izquierdo elevado y el pulmoén 
derecho sin particularidades. 

Exdmen andtomo patoldgico de la pieza 
operatoria. (Dr. D. Fernandez Luna): Pro- 
tocolo histol6gico 4982. Pulmoén izquierdo: 
focos caseosos enquistados en regresiOn con 
precipitaciones de calcio en invadidos por 
tejido conectivo. Foco caseocretaceo enquist- 
ado, rodeado por algunos foliculos de Késter. 
Membrana cuticular aplicada con germinativa 
necrotica. 

Caso 3.—Z.M. R.G. 5178 I.C.T., masculino, 
40 anos, italiano, mecanico, soltero. 

Manifiesta el paciente que en 1946, a raiz 
de su ingreso a una casa comercial se le 
obtuvo una abreugrafia en la que se des- 
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cubriéd una sombra tumoral en campo medio 
del pulmén derecho. Concurre a un dispeu- 
sario, donde es tratado y al cabo de seis mesis 
es dado de alta, advirtiéndosele que tenia un 
“quiste” en pulmon derecho. 

En julio de 1948, con dolor en la mitad del 
hemit6érax derecho intermitente, tos, expec- 
toracién mucopurulenta sobre todo matinal. 
Consulta médica inmediata, se lo trata sin- 
tomaticamente y como no mejora es enviado 
al Instituto de Cirugia Toracica. 

Dia pulmonar: Escasa tos, y expectoracion 
mucopurulenta por la manana al levantarse. 

Antecedentes familiares, ambientales y 
personales: Sin importancia. Fumador de 2 
atados de cigarrillos, tabaco negro. 

Exdmen fisico: Peso actual: 77144 kg. Peso 
anterior: 84 kg. En el examen fisico no se 
hallan signos de alteraciones en sus aparatos 
y sistemas. 

Exdmenes de laboratorio: Investigacion del 
bacilo de Koch, negativa. Reaccioén de Cassoni: 
inmediata 1 hora, ....; 24 horas, 

Resto de los examenes con resultados dentro 
de los limites considerados normales. 

Exdmenes radiolégicos: Un par radiografi- 
co obtenido antes de su intervencién muestra 
en el campo del pulmén derecho una opacidad 
de tinte uniforme ubicada en la de frente a 
igual distancia de la pared externa y del 
mediastino. En el perfil se la ubica en el cua- 
drante inferior y derecho, y con las mismas 
caracteristicas que en la de frente. 

Exdmen broncoscépico. (Dr. V. A. Ara- 
cama Zorraquin): 7/1II/49. Cuerdas vocales 
sin particularidades, excursionan normal- 
mente. Traquea normal. Carina afilada y 
movil, rotada entre 11 y 5 horas. Bronquio 


Fig. 5.—Caso 5. 
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Fig. 6.—Caso 6. 


primario izquierdo: sin particularidades. 
Bronquio primario derecho: sin particulari- 
dades. Espol6n medio-basales: discretamente 
rotado entre las 8 y las 12 horas. Bronquio 
del l6bulo medio: sin particularidades. Se 
efectia un lavado bronquial para investigar 
células neoplasicas. Incl. No. 4960 (Dr. D. 
Fernandez Luna). No se observan células neo- 
plasicas. 

La intervencién fué realizada el 4 de abril 
de 1949 (Dr. J. A. Taiana). Una vez abierto 
el torax, se visualiza, en el lébulo superior 
derecho, segmento anterior y en la parte 
vecina del l6bulo medio, una masa ovalada, 
de 3 x 2 ems., amarillo brillante que es la 
parte mas superficial de un ndédulo duro, de 
unos 4 x 3 x 3 ems. regular y liso, se punza 
y no viene liquido. Se hace diagndéstico de 
tumor sdlido no maligno y se decide extirparlo 
por diseccién roma. Asi se hace y en la 
“loge” no se visualiza ningin vaso ni sopla 
ningin bronquio. La brecha se cierra con 
puntos separados de algodén 30 y luego se 
efectia un segundo plano continuo con cat- 
gut crémico con aguja atraumatica. Se cierra 
el torax segtin la técnica de costumbre dejan- 
dose un avenamiento pleural. 

Anatomia patolégica del tumor 
(Dr. D. Ferndéndez Luna) Protocolo No. 6079. 


Foco caseoso ateromatoso con precipitaciones 
de calcio y fibrosis intersticial. 

La radiografia del postoperatorio alejado, 
muestra un discreto velo pleural derecho y 
una imagen anular en la zona que ocupaba 
el tuberculoma. 

Caso 4.—R.R.A., R.G. 7699, I.C.T., 27 anos, 
argentino, masculino, peon, 7/11/50. 

Al pretender ingresar en una fabrica en 
noviembre de 1949, se le obtiene una radio- 
grafia de t6rax, hallandose en ella una som- 
bra patol6gica. Es enviado a la Liga Argen- 
tina contra la Tuberculosis, donde se le prac- 
tican examenes de sangre, de esputos y lo 
medican con estreptomicina, 1 gr. diario. Como 
al totalizar 50 grms. del antibidtico le in- 
forman no haber habido modificaciones en la 
opacidad pulmonar, el enfermo por su cuenta 
resuelve hacerse examinar en el Instituto 
de Cirugia Toracica. 

Dia pulmonar: No tiene tos ni expectora- 
cién. No ha perdido peso ni el apetito. 

Antecedentes familiares: Sin importancia. 

Antecedentes ambientales: Naciéd en Cordo- 
ba.-Ha residido en San Luis, donde trabajo 
en una mina de wolfram, y luego en Buenos 
Aires. 

Antecedentes personales: Sin importancia. 

Exdmen fisico: Sin particularidades. 
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Exdémenes de laboratorio: 2/1I1/50. Glob. 
rojos 4.860.000. Glob. blancos: 7.800. Formula 
normal. Eritrosedimentacion: la. hora, 7 mm.; 
2a. hora, 20 mm., I. de Katz: 8,50. Reacciones 
serolégicas para sifilis: negativas. Reaccion 
de Ghedini: negativa. Expectoraci6n: reitera- 
damente negativa para el bacilo de Koch, 
directo y previo cultivo. Contenido gastrico: 
idem. 

Exploracién funcional del aparato respira- 
torio (Dr. J. Filler) 3/111/50: Buenas re- 
servas ventilatorias: 89% con conservacion 
de la hematosis. 

Exdmenes radiograficos: Una radiografia 
simple obtenida el 10 de febrero de 1950, 
muestra una imagen redondeada de tinte uni- 
forme y de contornos netos ubicada sobre los 
extremos anteriores de la la. y 2a. costillas 
derechas. Resto de los campos pulmonares sin 
particularidades. 

Una radiografia penetrante obtenida el 15 
de marzo de 1950, muestra que la opacidad 
no es uniforme, sino que esta formada por 
un conjunto de opacidades de menor tamano, 
permitiendo interpretar a la imagen de aspecto 
tumoral como una suma de las opacidades 
pequenas. 


Operacién: 16/III/50. Dr. E. Schieppati. 
Anestesia general, éter ciclopropano con in- 
tubacion (Dr. Goyenechea). Se le efectud una 


toracotomia postero lateral clasica, encon- 
trandose pleura libre salvo dos adherencias, 
apical y apicoposterior, vascularizadas, que 
se ligan y seccionan. Se palpa en el segmento 
apicoposterior una tumoraci6n muy dura, ir- 
regular, subpleural. Se inspecciona el hilio 
y se ven y palpan numerosos ganglios supra- 
arteriales y por debajo de la vena Aacigos, 
duros; del tamano de una almendra. Se re- 
capitula y de ser un tumor maligno, la 
exéresis pulmonar total seria muy riesgosa y 
no curativa por la gran invasioén mediastinica 
ganglionar. 

Si es un tumor benigno, la reseccién seg- 
mentaria seria suficiente. 

Se decide entonces realizar una resecci6én 
atipica segmentaria pasando por pulmon sano. 
Se hace hemostasia con ligaduras por trans- 
ficcidn. Una de ellas toma un _ bronquiolo 
pequeno. Se cierra la brecha pulmonar con 
puntos separados, prévia colocacién de polvo 
de sulfatiazol. 

Una radiografia obtenida en el postoper- 
atorio alejado, nos muestra la seccién de los 
arcos posteriores de las 5a. y 6a. costillas, 
una discreta elevacion del hemidiafragma 
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derecho, con inmunidad de los campos piil- 
monares homo y controlateral. 

Dejandose dos sondas Nelaton para avena- 
miento pleural, se cierra la toracotomia a l|a 
manera habitual. 

El estudio histopatolégico de la pieza ex- 
tirpada (Dr. D. Fernandez Luna) Proct. 
7582, demostr6é que se trataba de un tubercu- 
loma de pulmon. 

Los exdmenes de expectoracion efectuados 
en el postoperatorio han sido hasta la fecha 
negativos para el bacilo de Koch. 

Caso 5.—A.P., R.G. 10.004, 52 anos, mascu- 
lino, italiano, maquinista. 

Comenzé en agosto de 1950 con dolor en 
hombro izquierdo y que con el correr de los 
dias se irradia primero a la cara anterior 
y externa del brazo, luego antebrazo hasta 
llegar a la primera falange de todos los dedos 
de la mano izquierda. Fué interpretado como 
reumatico y tratado en consecuencia. 

Como no mejora, consulta a otro médico, 
quién le obtiene una radiografia de torax y 
con el diagnéstico de tumor de pulmon iz- 
quierdo, lo envia al Instituto para su trata- 
miento. 

Antecedentes personales: A los 17 anos 
fiebre reumatica. A los 42 anos bronquitis 
asmatica y desde noviembre de 1950 se le 
descubre diabetes. 

Estado actual: Sin alteraciones en sus 
diversos 6rganos y sistemas. 

Exdmenes radiograficos: En la radiografia 
de frente se observa, sobre el borde interior 
de la primera costilla, arco anterior, una 
tumoracién de 1 cm. de didmetro, de tinte 
uniforme y de bordes polilobulados. Estos 
caracteres radiograficos se mantienen sin al- 
teraciones al cabo de tres meses. 

Exdmen broncoscé6pico (Dr. H. Nardelli). 
26/1/51. Laringe normal, carina normal. 
Bronquio primario izquierdo congestivo con 
secreciones sanguinolentas a nivel de la 
desembocadura del bronquio del lébulo supe- 
rior. Biopsia y lavado. El resultado de éste 
ultimo (Dr. Fernandez Luna) Protec. 8739, 
mostr6 esclerosis bronquial. En el lavado no 
se observan células neoplasicas. 

Exdmen de laboratorio: Con cifras dentr: 
de lo que se consideran normales. Bacilo- 
scopia para Koch: negativa. 

Operacién: El 21 de marzo de 1951 con e'! 
diagnéstico de tuberculoma o de_ tumo: 
benigno fué sometido a una toracotomia ex: 
ploradora (Dr. Jorge A. Taiana), encon 
trandose en los segmentos apicales del lébul: 
superior, una tumoracién de 2 cm. de didme- 
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Fig. 7.—Caso 7. 


tro, de consistencia sdlida. Se efectia una 
resecci6n segmentaria atipica, se coloca 
estreptomicina en polvo en la brecha cruenta 
pulmonar y se colocan dos puntos suturando 
un colgajo pleural libre. Se cierra el torax, 
dejandose sonda pleural y se cierra la tora- 
cotomia por planos con la técnica de costum- 
bre. 

El estudio de la pieza extirpada (Dr. 
Fernandez Luna) mostr6: Foco necrotico 
encapsulado con incrustaciones calcdreas pro- 
bablemente tuberculoso. 

El] paciente evolucioné sin inconvenientes, 
siendo dado de alta el dia 7 de abril de 1951 
con una recuperacién total del hemitorax 
operado. 

Caso 6.—A.R., R.G. 9018, 62 anos, espanol, 
masculino, tapicero. 

Internado el 16/X/50. Con motivo de sentir 
dolores de tipo reumatico en el miembro 
superior izquierdo consulta a un médico, quién 
le obtiene radiografia de t6rax y encuentra 
en el campo pulmonar derecho una opacidad 
anormal y para completar su estudio es en- 
viado al I.C.T. 

Dia pulmonar: 
expectoracion. 

Antecedentes personales: Reside en el pais 
desde hace 42 afios. En 1947, trastornos gas- 
tricos que fueron diagnésticados como tlcera 
de duodeno. Fumador de un paquete de ciga- 
rrillos, tabaco negro. 

Examen fisico: Sin particularidades. Suave 
hipertensioén arterial (Mx. 18 mm. 9). 

Exdmenes de laboratorio: Dentro de las 
cifras consideradas normales. Expectoracién 
reiteradamente negativa para el bacilo de 
Koch, 


Nunca ha tenido tos ni 


‘ 


Exdmenes radiograficos: En la radiografia 
de frente, y sobre el tercio anterior del arco 
de la 3a. costilla derecha, se visualiza una 
opacidad redondeada de tinte uniforme y 
limites precisos. Con el diagnéstico probable 
de un tuberculoma, se resolvid someterlo a 
una toracotomia exploradora. 

Intervencién: El 3 de noviembre de 1950 
(Dr. E. Schieppati) se le practic6 la toracot- 
omia, encontrandose gran nimero de adheren- 
cias en el lugar que corresponde a la zona 
afectada. En la misma se extirpa un trozo 
para biopsia. El estudio histol6gico por con- 
gelacién efectuado por el Dr. Frenandez 
Luna, mostr6 tratarse de un tuberculoma. Se 
efectu6 entonces una reseccion pulmonar atipi- 
ca, espolvoreandose estreptomicina en la 
superficie cruenta y se procede al cierre de 
la brecha con puntos en U. Se cierra la tora- 
cotomia con la técnica de costumbre, dejan- 
dose dos sondas para avenamiento pleural. 

El estudio de la pieza operatoria, efectuado 
por el Dr. Fernandez Luna (Proct. 8415) 
mostré: Foco tuberculoso caseo-cretaceo en- 
capsulado. 

El paciente evolucionéd bien, fué dado de 
alta el dia 17 de noviembre de 1950 y una 
radiografia alejada muestra una perfecta re- 
expansién pulmonar y un seno costo diafrag- 
matico discretamente borrado. 

Caso 7.—F.L.D., R.G. 8793, 55 amos, itali- 
ano, masculino, pedn. 

Desde hace varios anos tiene tos y expec- 
toracién. Consulta varios médicos que restan 
importancia a estos sintomas. 

El] 24 de julio de 1950 al querer obtener 
libreta sanitaria, se le obtiene radiografia 
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de térax, encontrandosele una opacidad anor- 
mal en el hemitérax izquierdo. 

Dia pulmonar: Tos moderada, expectora- 
cién purulenta, 10 a 12 esputos diarios. 

Antecedentes personales: En 1947 se le 
diagnostica diabetes, es sometido a tratamien- 
to y al régimen instituido atribuye el adel- 
gazamiento de 16 kgs. 

Estado actual: Sin particularidades. 

Exdmenes de laboratorio: Cifras dentro de 
los limites normales. Glucemia 2,24%. Glu- 
cocemia 27,65. Baciloscopia reiteradamente 
negativa. 

Exdmenes radiograficos: Radiografia de 
frente: sobre la extremidad anterior de la 
primera costilla izquierda y por debajo de 
su confluencia con la clavicula, se observa una 
opacidad redondeada de unos 2 cms. de 
didmetro, de tinte uniforme y de limites 
precisos. Resto de los campos pulmonares, sin 
particularidad. 

Exdmen broncoscépico (Dr. Feo. Juarez): 
Laringe normal. Carina algo engrosada y 
limitada en sus movimientos. El bronquio iz- 
quierdo congestivo y con la mucosa adema- 
tosa que reduce su luz. Lavado para células 
neoplasicas, Koch, hongos y elementos hidati- 
dicos. 

Lavado bronquial (Dr. Fernandez Luna). 
Protocolo 3801. Negativo para estas investi- 
gaciones. 

Con diagnoéstico presuntivo de tuberculoma 
de pulmon, el 10 de noviembre de 1950 fué 
sometido a una toracotomia exploradora (Dr. 
V. A. Aracama Zorraquin), encontrandose en 
el segmento posterior y vecino a la cisura una 
formacié6n dura, multilobulada, de unos 5 cms. 
de diametro. Se efectia biopsia por congela- 
cién y el Dr. Fernandez Luna confirma 
tratarse de un tuberculoma. Se efecttia en- 
tonces una resecci6n pulmonar segmentaria 
atipica. Se efectia luego varios puntos para 
cerrar la brecha quirtrgica, en la que se 
espolvorea previamente estreptomicina. Se 
cierra el torax con la técnica de costumbre, 
dejandose dos sondas para avenamiento pleu- 
ral. 

El estudio histopatologico de la pieza ex- 
tirpada (Dr. Fernandez Luna Proct. 8,453) 
muestra: Foco caseoso, rodeado por capsula 
congestiva inespecifica. 

El paciente evoluciono perfectamente y un 
control radiografico alejado muestra: una re- 
expansién pulmonar completa y un discreto 
velo pleural en la base del hemitorax iz- 
quierdo. Resto del examen radiografico, sin 
particularidades. 
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Inguinal Hivais in Infants and Children 


Considerations on 300 Operative Cases 


VIRGILIO ALVES DE CARVALHO PINTO, M_.D., F.I.C.S. 
SAO PAULO, BRAZIL 


hood is a rather common occurrence 

and is the cause of numerous disturb- 
ances in both age groups. Having char- 
acteristics of its own and requiring proper 
surgical technic, it should be studied as 
an entity different from that of adult 
inguinal hernia. 

Material—The material here presented 
comprises 300 children ranging in age 
from 6 hours to 15 years (Figs. 1, 2, 3 
and 4). 

Technic.—The technic employed is de- 
picted in Figures 5 and 6 and explained 
in the legends. Figure 5A shows the line 
of incision; Figure 5B, an alternative 
line to be employed for bilateral hernias. 
Incision of the superficial fascia (Fig. 
5C) and of the aponeurosis of the exter- 
nal oblique muscle (Fig. 5D) are next 
in order. The fascial envelopes of the 
spermatic cord are then divided (Fig. 5F) 
and the hernial sac opened (Fig. 5F). 
The sac is transfixed at as high a level 
as possible (Fig. 5G) and excised (Fig. 
5H). The threads are left long in order 
that they may be used to pull up the 
hernial stump. The two threads are trans- 
fixed at the same time, and the knot re- 
mains on the outer aspect of the external 
oblique aponeurosis (Fig. 5/). 

Figure 6A shows the purse-string su- 
ture placed in the highest portion of the 
hernial sac in cases of sliding hernia; 
Figure 6B shows the placing of this 
suture in a direct hernial sac. Approxi- 
mation of muscle and aponeurosis anterior 
to the spermatic cord, with interrupted 
sutures, is depicted in Figure 6C. The 


] “rood is hernia in infancy and child- 
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external oblique aponeurosis is sutured 
as shown in Figure 6D. Skin closure is 
subcuticular, with buried interrupted 
stitches (Fig. 

On the basis of this material the fol- 
lowing conclusions may be drawn: 

1. Spontaneous cure of inguinal her- 
nia in children is exceptional. However, 
in the case of premature, weak and under- 
nourished children, a period of observa- 
tion is advisable. During this period any 
increase of intra-abdominal pressure 
should be avoided, so that the possible 
obliteration of the processus vaginalis 
and a greater development of the musculo- 
aponeurotic structures of the region may 
take place. The general condition of such 
a child is in itself a contraindication to 
surgical treatment. However, careful ob- 
servation of the patient is indispensable; 
in the cases of strangulation in our series, 
strangulation occurred during the first 
months of life and in undernourished 
children. 

2. My associates and I see no advan- 
tage in the use of yarns and trusses, 
which are usually harmful, except when 
properly used and constantly watched. 

3. Our experience shows that children 
withstand operation well and that age 
should not be taken into consideration. 
The indications for operation are de- 
pendent only on the general condition of 
the child. 

4. The incidence in all our cases of 
strangulation in the first ten months of 
life, psychic problems at school age, and 
such symptoms as pain, irritability, colic, 
incarceration, etc., related to the presence 
of hernia, are very good indications for 
surgical intervention. 

5. The absence of recurrence and of 
operative sequelae in our series shows 
that the most advisable operative pro- 
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Fig. 1.—Classification of patients and hernias. 
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Fig. 2.—Up to 15 years—(300 cases). 


cedure is based on high resection of the 
hernial sac, followed by the pulling up 
of the hernial stump, and on reconstitu- 
tion of the wall by musculoaponeurotic 
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approximation, anteriorly to the spermatic 
cord, according to the technic we stani- 
ardized. 

Although, in children, persistence of the 
processus vaginalis is the fundamental 
reason for the appearance of inguinal 
hernia, the possibility of a high medial 
‘nsertion of the fibers of the obliquus in- 
ternus abdominis and transversus ab- 
dominis muscles causing a muscular weak- 
ness of the region must not be excluded. 
On the contrary, we know how frequently 
congenital defects are concomitant. In 
view of this knowledge, suppression of the 
hernial sac alone does not modify the her- 
niogenous configuration that may exist. 
In previous papers we have stated that 
dissections carried out in fetuses at term 
and cadavers of children showed that, 
whenever there is a rather accentuated 
celomic recess, the same is accompanied 
by inguino-parietal dysplasia. The latter 
condition manifests itself specially by the 
lack of the low insertion of the obliquus 
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lig. 8. Newborn to 12 months (62 cases). 
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Fig. 4.—Newborn to 10 months. 
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Fig. 5.—A, line of incision. B, alternative line of incision for bilateral hernia. C, superficial fascia 

incised. D, incision of external oblique aponeurosis. FE, division of fascial envelopes of spermatic 

cord. F, opening of hernial sac. G, transfixion of hernial sac as high as possible. H, after the 

excision of the hernial sac the threads are left long to pull up the hernial stump. I, the two 

threads are transfixed at the same time and the knot remains on the outer aspect of the external 
oblique aponeurosis. 


internus abdominis and the transversus 
abdominis muscles. From such lack of 
pubic insertion it may result that, with 
the child’s growth, the muscles may ele- 
vate themselves when pushed upward, by 
means of their connections with the 
rectus sheath, with the consequent forma- 


tion of Hessert’s triangle and the possible 
appearance of a direct hernia. Since in 
most cases hernia in children is indirect, 
Hessert’s triangle is only potential or not 
yet developed, so that the distance be- 
tween the inferior border of the func- 
tional complex and the inguinal arcade is 
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minimal, and its approximation can be 
carried out without tension. As we can 
see, the problem of hernia in children 
is intrinsically ‘different from that repre- 
sented by the adult; it is not a case of 
filling a Hessert’s triangle already con- 
stituted, but of preventing the develop- 
ment of this herniogenous space which, 
according to some authors, is_ poten- 
tially existent in a child with a patent 
processus vaginalis. Such being the case, 
the musculo-aponeurotic approximation 
would have a prophylatic objective in con- 
nection with either a true recurrence or a 
hernia due to debility of the wall, in the 
adult age. 

6. Cotton thread proved to be an ex- 
cellent suture material, and the subcuticu- 
lar suture, as we perform it, eliminates 
the unpleasant removal of stitches and is 
ideal from a cosmetic point of view. 


MAY, 195: 
SUMMARY 


After a study of the cases of 300 chil- 
dren operated on for inguinal hernia, the 
author comes to the following conclusions : 

1. Inguinal hernia in infancy has char- 
acteristics of its own, and its surgical cure 
requires proper surgical technic. 

2. Children are, in general, good pa- 
tients for surgical purposes, and the age 
factor is never a contraindication to oper- 
ative measures. 

3. Surgical treatment, correctly indi- 
cated, is the method of choice for radical 
cure of inguinal hernia in children. 

4. Reconstitution of the wall by mus- 
culo-aponeurotic approximation on a pre- 
funicular plane is always useful. 


RIASSUNTO 


In base allo studio di 300 bambini 


Fig. 6.—A, purse-string suture in highest portion of hernial sac in sliding hernia. B, purse-string 


suture in direct hernial sac. 


C, musculo-aponeurotic approximation anterior to spermatic cord, 


with interrupted sutures. D, suture of external oblique aponeurosis. E, subcuticular closure of 
skins, with buried interrupted stitches. 


732 


op 
gil 
ca 
ur 
pa 
pe. 
ne 
me 
tic 
nii 
lle 
tie 
qu 

un 

A B 

i 
sel 
D 3 tie 
er 
ke 
na 
tel 
I 


VOL. XVII, NO. 5 


operati per ernia inguinale, |’Autore 
giunge alle seguenti conclusioni: 

1. L’ernia inguinale dell’infanzia ha 
caratteristiche proprie, e la sua cura chir- 
urgica richiede tecniche speciali. 

2. I bambini sono, in generale, buoni 
pazienti chirurgici, e l’eta non rappresenta 
mai una controindicazione all’intervento. 

3. La cura chirurgica, correttamente 
indicata, rappresenta il metodo di scelta 
per la cura radicale dell’ernia inguinale 
nell’infanzia. 

4. La ricostruzione della parete a 
mezzo di una sutura musculo-aponeuro- 
‘ica pre-funicolare @ sempre utile. 


RESUMEN 


De conformidad con el estudio de 300 
nifos operados de hernia inguinal, se 
llega a las siguientes conclusiones: 

1. La hernia inguinal en la infancia 
tiene caracteristicas propias y su cura 
quirtirgica requiere técnica quirtrgica 
apropriada. 

2. Los nifios son generalmente buenos 
pacientes quirirgicos y la edad no es 
nunea contraindicaci6n para la conducta 
operatoria. 

3. El tratamiento quirtrgico correcta- 
mente indicado es el método de eleccién 
para la cura radical de la hernia inguinal 
en nifos. 

4. La reconstitucién de la pared por 
aproximacién musculoaponeurotica sobre 
un plano prefunicular es siempre Util. 


ZUSAM MENFASSUNG 


Der Verfasser untersucht 300 an Leis- 
ten bruch operierte Kinder und kommt 
zu folgenden Schlussfolgerungen: 

1. Der Leistenbruch des Kindes hat 
seine besonderen Eigenheiten. Seine chir- 
urgische Heilung setzt sorgfaeltige chir- 
urgische Technik voraus. 

2. Kinder sind im allgemeinen Pa- 
tienten, die sich fuer chirurgische Ein- 
griffe gut eignen; das Alter stellt daher 
keine Gegenanzeige zu operativen Mass- 
nahmen dar. 

3. Zur gruendlichen Heilung des Leis- 
tenbruches des Kindes ist bei genauer 
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Indikationsstellung die chirurgische Be- 
handlung die Methode der Wahl. 

4. Wiederherstellung der Bauchwand 
durch Muskel—Aponeurosen-Annaeher- 
ung auf praefunikulaerer Ebene ist immer 
nuetzlich. 

SUMARIO 


Depois de um estudo de 300 eriancas 
operadas por hernia inguinal o autor 
chega 4s sequintes conclusdes: 

1. A hernia inguinal na infancia tem 
caracteristicas proprias e sua cura cirur- 
gica requer tecnica cirurgica propria. 

2. As criancas, em geral, sao bons 
pacientes para propositos cirurgicos e o 
fatér idade nao é nunca contra-indica¢gaéo 
para medidas operatorias. 

3. O tratamento cirurgico, correta- 
mente indicado é o metodo de escolha 
para a cura radical da hernia inguinal 
na criang¢a. 

4. A reconstituicéo da paréde pela 
aproximacaéo musculo aponevrotica sobre 
um plano prefunicular é sempre util. 


RESUME 


Une étude de 300 cas d’hernie inguinale 
opérée chez des enfants, procure a |’au- 
teur lesconclusions suivantes: 

1. L’hernie inguinale chez l’enfant a 
ses propres caractéristiques; son traite- 
ment chirurgical requiert une technique 
chirurgicale propre. 

2. Les enfants sont en général de bons 
patients, chirurgicalement parlant, et 
l’age n’est pas une contre-indication opér- 
atoire. 

3. Le traitement chirurgical, bien ap- 
pliqué est la méthode de choix pour le 
traitement radical de l’hernie inguinale 
chez les enfants. 

4. La reconstruction de la paroi par 
un rapprochement musculo-aponévrotique 
sur un plan pré-funiculaire est toujours 
utile. 

BIBLIOGRAPHY 


Carvalho Pinto, V. A.: Tratamento cirtrgico da 
hérnia inguinal na crianga, Rev. de med. e cir. de 
S. Paulo 8:1, 1948. Bases fisio-patologicas do 
tratamento cirirgico da hérnia inguinal na 
crianca, Rev. paulist. de med., 35:131, 1949. 


e 
l | 
Ss 


Amputacion Abdomino-Perineal en el Cancer de 
Recto y en los Vaciamientos Pelvico-Perineales 


VENTAJAS DEL DOBLE EQUIPO OPERATORIO SIMULTANEO 
DR. ABEL N. CANONICO* 


BUENOS AIRES 


del trabajo en equipo, son inne- 

gables. Cada dia son mas apreciados 
esa suma de esfuerzos individuales que 
cooperan en todo acto operatorio para 
proporcionarle una mayor garantia para 
el éxito del mismo. Esto ha sido en verdad 
la esencia del progreso quirtrgico. 

La cirugia, del cancer, cada vez exige, 
como bien se sabe, una conducta mas 
radical en las resecciones y una mayor 
amplitud en los vaciamientos del sistema 
linfatico regional. Y esto, por lo comin, 
debe afrontarse en enfermos con defensas 
generales empobrecidas. 

Todo cuanto el cirujano pueda hacer 
en estos casos para lograr la realizacion 
de su maximo programa quirtrgico con 
la menor gravitacién sobre la suerte ul- 
terior de su operado, habra que aceptarlo 
como una legitima conquista en favor de 
nuestro arte. 

Dentro de éste concepto ubicamos los 
comentarios que deseamos hacer acerca 
del empleo del doble equipo operatorio 
simultaneo en las_ resecciones de los 
grandes tumores ano-rectales y en_ los 
vaciamientos pelvico-perineales. 

Esta técnica en dos equipos la hemos 
practicado por primera vez en Diciembre 
de 1947 en una reseccién amplia de un 
tumor de recto, en un enfermo muy 
obeso. Esto método result6 muy satisfac- 
torio y desde entonces hasta la actualidad, 
lo hemos empleado sistematicamente para 
los casos similares. En el Instituto de 
Medicina Experimental es el tnico pro- 
cedimiento adoptado en el presente. En 
ésta Instituto, desde luego, existe la ven- 
taja de contar con un equipo estable de 


F. la cirugia moderna, los beneficios 


*Jefe del Servicio de Cirugia Abdominal. 


cirugia gastroenterologica, al cual per- 
tenecemos junto con los Dres. L. Mendez 
Huergo, R. Stagnaro, O. Farengo e I. 
Steinberg. Con éste equipo hemos efectua- 
do practicamente todas las intervenciones 
de esa indole, logrando progresivamente 
una mayor adaptacion y sincronizacion en 
el trabajo, que ha conducido a mejorar los 
resultados obtenidos. En total, con esta 
técnica hemos practicado 60 operaciones, 
comprendiendo en esta serie las ampu- 
taciones abdéminoperineales por tumores 
ano-rectales y los vaciamientos pelvianos 
mas amplios por tumores recto-uterinos 
o recto utero vesicales. En estos ultimos 
casos hemos contado con la valiosa cooper- 
acion de los Dres. M. Vicchi y E. Pereira, 
jefes de los departamentos de Urologia 
y Ginecologia respectivamente. 

En marzo de 1949 efectuamos la 
primera reseccién amplia Uterorectal por 
carcinoma del cervix propagado al recto. 
Dos meses mas tarde realizamos con igual 
éxito una amplia operacion de Brunschwig 
en un hombre afectado por un cancer de 
recto recidivado, con invasion de la uretra 
y de la pared posterior de la vejiga. 

Creemos haber sido los iniciadores del 
empleo de esta técnica combinada en los 
vaciamientos pélvico-perineales. 

La operaciOn con dos equipos de actu- 
acién simultanea; uno por via abdominal 
y el otro por via perineal, es una ténica 
que, a nuestro entender, reporta varios 
beneficios, que podriamos enumerarlos en 
la siguiente forma. 

1. Se reduce en forma apreciable el 
tiempo total de la operacién, permitiendo 
a los cirujanos trabajar sin apremios pero 
también sin demoras innecesarias, pudien- 
do cimplir su labor con menor esfuerzo 
y mayor rendimiento. Por eso los bene- 
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ficios de esta técnica se hacen mas evi- 
dentes cuanto mayor es la magnitud de 
4 exéresis que debe efectuarse. 

En términos generales, para las ope- 
-aciones de tumores, rectales-no muy ex- 
-ondidos, el promendio de duracién de la 
peracién es menor de una hora y media. 
‘in los casos con invasion de Organos 
-ecinos o de abundantes adenopatias, el 
‘empo es algo mayor. En las operaciones 
e amplios vaciamientos pelvianos, el 
empo medio empleado ha sido de dos 
soras y media. Esto tiene indudable im- 
vortancia para los casos de alto riesgo 
uirltrgico. 

2. Se hace factible una amplia resec- 
-ién de los linfdticos regionales, en par- 
‘icular de las cadenas iliacas, pre-sacras, 
de las hipogastricas y obturatrices, por- 
sue el campo expuesto una vez extirpado 
el 6érgano permite una detenida diseccién 
de esos linfaticos. 

3. Se asegura una cuidadosa hemo- 
stasia, dada la buena visibilidad de todo 
el campo operatorio cruento, que puede 
ser controlado tanto del lado abdominal 
como perineal, antes de reconstituir el 
suelo peritoneal. Este es un hecho a tener 
muy en cuenta. Actualmente practicamos 
la ligadura de ambas arterias hipogas- 
tricas en las grandes resecciones abdo- 
mino-perineales por tumores ano-rectales 
para prevenir accidentes hemorragicos 
tardios, en particular si ha sido necesario 
el empleo de la electrocoagulaci6 

4. Se reducen las posibilidades de 
“shock”, al disminuirse el tiempo de la 
intervencion, la cantidad de anestesia y 
la pérdida de sangre. En este sentido 
también conviene destacar que con ésta 
técnica se evitan los cambios de posiciones 
del enfermo que, segin experiencia con- 
ocida, es un factor condicionante de per- 
turbaciones circulatorias favorecedoras de 
ese “shock”. Este mismo hecho de no 
cambiar la posicién facilita que pueda 
usarse la anestesia raquidea continua con 
aguja maleable o catéter, hasta el final de 
la operacién, sin recurrir a otro tipo 
complementario de anestesia. 

5. Se hace innecesaria la reseccion de 


CANONICO: AMPUTACION ABDOMINAL-PERINEAL 


4 Ctrujano 4 Cirujano 
2 Asistanta 5 Asistante 
3 Instrumentadora 6 Instrumentadora 
7 Transfusion & Anasiesia 


Posicion del enfermo y de los equipos operadores. 


una parte del colon sigmoideo, para 
poder peritonizar bien el piso pelviano. 
En las operaciones habituales con un solo 
equipo operatorio, muchas veces el largo 
segmento de intestino que debe incluirse 
en la pelvis para luego ser extirpado por 
el lado perineal, dificulta la formacion de 
un buen diafragma peritoneal, lo que 
obliga a resecar un segmento de ese 
o6rgano. Esto lo hemos visto efectuar en 
muchos centros quirtrgicos tanto de 
nuestro pais como del extranjero y tiene 
el inconveniente que no solo mutila la 
pieza operatoria, sino también crea un 
nuevo tiempo séptico durante esta ope- 
racién. Con el procedimiento en dos 
equipos esto no es necesario. 

6. Se aumenta el indice de “extirpabili- 
dad” de estos tumores, y se puede realizar 
la exéresis, en un solo tiempo operatorio, 
en un grupo de casos que con otra técnica 
se necesitan dos o mas tiempos quirurgicos 
sucesivos. 

Nos ha ocurrido que en algunos casos, 
al explorar solamente por el lado ab- 
dominal, hemos tenido una falsa impresién 
acerca de la fijeza del tumor o del posible 
compromiso de tejidos vecinos al mismo, 
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haciéndonos dudar sobre la conveniencia _recogido una impresién altamente favor- 
o la oportunidad de iniciar la operacién able sobre esta conducta quirtrgica en 
de exéresis. Tales casos no ofrecen el dos equipos, que justifica su _ eleccidn. 
mismo problema operando con dos equipos. Créemos que, en parte, este recurso ha 
Es asi que, en la actualidad, mas del 80  contribuido a que no figure en nuestra 
por ciento de los tumores ano-rectales son serie la pérdida de ningtin enfermo por 
resecados, en condiciones satisfactorias. “shock” operatorio. La mortalidad opera- 

7. En nuestra serie de 60 casos hemos _ toria ha sido del 4%, en general (Fig. 1). 
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Cuatro Casos de Melanoblastoma 


DR. MANUEL A. MANZANILLA, JR. 
MEXICO D. F., MEXICO 


considerar los tumores melanicos 

como un solo tipo de neoplasia.! 
lhichos tumores designados ordinariamen- 
te con el término genérico de melanoma, 
representan el crecimiento de células que 
contienen melanina y que son capaces de 
transformar su substancia cromogena en 
pigmento melanico. Este crecimiento celu- 
lur produce homotipicamente nevus dife- 
renciados clinicamente benignos y hetero- 
tipicamente tumores indiferenciados clini- 
camente malignos, conocidos como me- 
lanoma maligno (Cutler y Buschke), 
melanosarcoma (Chatellier), melanoepi- 
telioma (Bickell, Meyerding y Broders) 
6 melanoblastoma (Ochoterena, Benitez 
y Zuckermann). A continuaci6n se tratan 
y consideran ciertos conceptos y carac- 
teristicas del melanoblastoma, con la ilus- 
tracidn de cuatro casos estudiados al res- 
pecto. 

Incidencia.—En general se considera al 
melanoblastoma como un tumor de in- 
cidencia poco frecuente. Roffo, 1937, en 
una estadistica absoluta sobre neoplasmas 
malignos cutaneos, comprendiendo un 
periodo de seis anos, asigna 0.62 por 
ciento.2, Asimismo, en el Instituto del 
Radium de Cuba, 1947, en estadistica de 
las mismas caracteristicas, refieren una 
observacion de melanoblastoma entre 146 
casos comprobados histolégicamente*® y 
McGowen, 1950, asigna una incidencia de 
0.8 por ciento a dicha neoplasia en los 
padecimientos malignos en general.* Mie- 
scher, 1933, reporto la frecuencia de me- 
lanoblastoma en relacién a los demas 
canceres cutaneos de 1 a 20.° Adair, 1936, 
refiere que en 18 anos fueron admitidos 
en el Memorial Hospital de New York 400 
casos de melanoblastoma.® Price, Knight 
y Mathews, 1949, del Shreveport Charity 
Hospital, refieren 100 casos de melano- 
blastoma histolé6gicamente comprobados 
en un periodo de 15 anos’ y Calvo y Mon- 
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roy, 1950, comunicaron, Hospital de 
Tumores de Caracas, 37 melanomas en 
5,500 casos clinicos de cancer, sefalando 
solo el 1 14 por ciento de melanoblastoma — 
en 7,000 biopsias.* Finalmente, es inter- 
esante hacer notar que en México la in- 
cidencia de dicha neoplasia es también 
baja, como refiere Manzanilla, 1945,° 
1945,’ 1947," 1948.1" 

Relacién con la edad: Por lo que atane 
a la edad en que se presenta con mayor 
frecuencia el melanoblastoma, se acepta 
generalmente que se encuentra compren- 
dida entre los 40 y los 80 anos. Pack y 
Le Févre, 1930, consideran la media en 
48 anos'* y Nathason y Welch, 1937, en 
49 afios para los hombres y 55 afios para 
las mujeres.'* Aunque se han reportado 
casos como el de Dargeon, Eversole y Del 
Duca, 1950, en que un nino de 8 meses 
present6 melanoblastoma del conducto 
auditivo externo, que le produjo la muerte 
con metastasis generalizadas,'’ se acepta 
por lo comin que en los nifios el melanoma 
no es maligno.'* Spitz, 1948, refiere en 13 
casos observados en nifios de 18 meses 
a 12 afios, solamente la presentacién de un 
caso fatal en una nifia de 12 afos.'? Sin 
embargo, otros autores han comunicado 
casos de melanoblastoma en nifios, que han 
revelado ser altamente malignos; asi Fuste 
y Mora, 1944, reportaron uno en una nifia 
de 10 afios'’ y Raventos y Vega, 1944, en 
nifos de 3 y 12 anos; estos Uultimos 
autores hacen resaltar su rareza, asig- 
nandole al melanoblastoma 0.88 por ciento 
de frecuencia entre los demas tumores 
de ninos.'‘® Asimismo McGowen, 
1950, comunica que aunque el melanoma 
en el nino parece maligno, no es 
metastasico sino por excepcion,t volvién- 
dose realmente maligno y de crecimiento 
acelerado después de la pubertad.'* Por 
otra parte Pack, 1948, ha sefalado la 
existencia de un nevo pigmentado muy 
parecido al melanoblastoma y del cual es 
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Fig. 1 (Caso 1).—A, aspecto de metastasis cutdineas en region costal; la metastasis superior en 


region deltoidea presenta ulceracién. B, metastasis cutaneas encapsuladas; aspecto en region costal 
y escapular. C, se muestra le metastasis cutanea mas grande, localizada en regién interescapulo 


muy dificil de diferenciar, que se encuen- 
tra en nifios de la edad de un ano hasta 
la pubertad, no da metastasis y muchos 
casos han sido clasificados como melano- 
blastoma por los anatomopatélogos.*° 

Dicha relacién entre la malignidad de 
los tumores melanicos y la edad ha sido 
atribuida a la influencia de la glandulas 
endoécrinas,”° habiéndose_ sefalado las 
hormonas hipofisiarias y suprarrenales,”! 
glandula pineal‘ y principalmente las hor- 
monas sexuales;*2 citandose ademas la 
gran malignidad del melanoblastoma en 
el embarazo,”* la ausencia en los castrados 
y la pigmentacién de los nevos después 
de la pubertad.*! Es interesante, sin em- 
bargo, mencionar que la castracién no 
tiene efecto sobre la evolucién melano- 
blastomatosa.** 

Relacién con el sexo.—En relacién con 
la incidencia de melanoma con respecto 
al sexo y a falta de estadisticas mas ele- 
vadas, nos referiremos a la observaci6n 
de Nathason y Welch, 1937, quienes en 
156 pacientes encontraron 63 hombres! 
y la de Ackerman, 1948, quien en 75 casos 
comunica 45 en hombres y 31 en mujeres." 

Relacién con la localizacién corporal.— 
Por lo que se refiere a la localizaci6n cor- 

g 


vertebral. 


poral del melanoblastoma, se puede decir 
que es muy variada, presentandose gene- 
ralmente en regiones naturalmente pigmen- 
tadas como la piel de la cabeza y cuello.** 
Spitz, 1948, de 13 casos refiere 5 con 
localizacion facial,!* lo cual se justifica en 
parte por que derivandose el melanoblas- 
toma, en gran proporcién de los casos, de 
un nevo preexistente,?° se ha establecido 
que uno de los lugares principales para 
la localizacién de nevos es la cara.** Con 
referencia a esta relacién del melano- 
blastoma con zonas pigmentadas, es in- 
teresante mencionar el melanoblastoma de 
la coroides,** el de las meninges** y el de 
la glandula suprarrenal.*® Por otra parte, 
se ha sefialado la elevada incidencia de 
dicho tumor en las extremidades inferio- 
res.*° Finalmente, se han reportado casos 
de melanoblastoma primario en sitios 
como el intestino,** uni6n ano rectal** \ 
uretra.** 

Factores Etiopatogenicos.—En 1892. 
Renoul sospeché inicialmente el orige) 
epidérmico del melanoblastoma,”! habien- 
do comprobado Dawson en 1925 que las 
células basales epidérmicas pueden elabo- 
rar melanina;** este outor confirm: 
ademas el punto de vista de Unna, 1896. 
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manteniendo la teoria del origen epitelial, 
segtin la cual los melanoblastos y células 
névieas derivaban de las células malpigia- 
nas por un proceso metaplasico.** Dicha 
teoria fué refutada por~ Jadassohn, 
1888,°7 Ribbet, 1897** Borst*® y otros que 
vensaron en la naturaleza mesodérmica 
del melanoblastoma, inducidos por el 
«specto fibromatoso de la neoplasia. 

Posteriormente a las apreciaciones an- 
-eriores surgio el criterio dualista seguido 
»or Bloch*® y otros mas, que postularon la 
-xistencia de dos sistemas pigmentarios, 
-] ectodérmico y el mesodérmico, ambos 
capaces de ser asiento de melanoblastoma. 

Mas recientemente Masson, 1926, par- 
tiendo de su estudio de nevos pigmentarios 
establecié la génesis nerviosa del melano- 
blastoma, relacionando las células névicas 
vy melanoblastos con la neuroglia y células 
de Schwan, mostrando ademas la simili- 
tud entre los melanoblastos epidérmicos y 
las células tactiles de Merkel-Ranvier.*! 
Darier, 1933, ha considerado los nevos 
y manchas pigmentosas como neuromas 
terminales de los nervios tactiles*? y ac- 
tualmente, en general, tiende a conside- 
rarse como mas aceptado el concepto que 
supone un origen ectodérmico en el 
melanoblastoma; en este sentido Costero, 
1946, ha hecho resaltar ciertos hechos, 
tales como la capacidad formadora de 
melanina del epitelio ectodérmico, capaci- 
dad que no ha sido demostrada en las 
células mesodérmicas que acttian sola- 
mente como cromatéforos; asimismo, los 
melanoblastomas extracutaneos asientan 
en partes derivadas embriologicamente 
del ectodermo, tales como coroides, iris, 
meninges y suprarrenales; la enfermedad 
de von Recklinghausen, los gliomas cen- 
trales y las células névicas coinciden 
frecuentemente. Por otra parte, muchos 
sarcomas laxos derivan al parecer de ele- 
mentos ectodérmicos semejantes a las 
células de Schwan y finalmente, los melano- 
blastomas, como los lemmomas, producen 
metastasis ganglionares andlogamente al 
carcinoma. 

Imagen Histopatolégica. — El melano- 
blastoma es una neoplasia indiferenciada 
y heterotipica, caracterizada histolégica- 


MANZANILLA: MELANOBLASTOMA 


mente por células polimorfas en columnas 
poco limitadas, en ocasiones prevalece el 
tipo celular poliédrico u oval, otras veces 
se encuentran elementos multinucleados 
que suelen contener numerosas vacuolas 
en citoplasma y nucleo.' La melanina que 
da el caracter distintivo de la neoplasia, 
consiste de granulos de color café 6 sepia 
obscuro, que estan distribuidos principal- 
mente en el interior celular, aunque se 
encuentran también en la substancia inter- 
celular. Con frecuencia solo una pequena 
proporcién de células estan pigmentadas, 
mientras en otras circunstancias la pig- 
mentaci6n es mas extensa. En todos los 
casos pueden encontrarse células libres de 
pigmento. Es interseante hacer notar que 
el grado de pigmentacion no esta relaciona- 
do al grado de malignidad, el cual como 
en otros tumores, debe juzgarse por la 
irregularidad en el tipo celular y el nu- 
mero de mitosis.** 

Caracteristicas Clinicas.—Clinicamente, 
el melanoblastoma se encuentra relaciona- 
do en su principio con: (1) nevo pre- 
existente; (2) factores traumaticos 6 
irritativos crénicos, mecanicos, quimicos, 
actinicos y eléctricos; y (3) melanosis 


Fig. 2 (Caso 1).—Radiografia anteroposterior de 
campos pulmonares que muestra metastasis 
multiples. 
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Fig. 3 (Caso 2).—Melanoblastoma palpebral inferior izquierdo y linfoadenometastasis sub- 
maxilar izquierda (vista anterior a la izquierda y vista lateral a la derecha). 


quiescente precancerosa. Como se com- 
prende, se ha encontrado asociacién entre 
ly2yentre2y 3. 

Por lo que se refiere a la existencia de 
nevo previo, Miescher, 1933, la observ6 en 
15 de 35 casos.° Ackerman, 1948, en 75 
casos refiere nevo preexistente en el 75 
por ciento de los mismos'* y Price, Knight 
y Mathews, 1949, en 100 melanoblastomas 
comunicaron 43 por ciento originados de 
nevos pigmentarios.? Sin embargo, hay 
algunos autores que refieren alta inciden- 
cia de melanoblastoma sin el antecedente 
névico; en este sentido, Buker refiere el 
origen de dicho tumor en piel de aspecto 
normal en el 75 por ciento de los casos.** 

En lo concerniente al factor traumatico, 
es bien conocido que la alta incidencia de 
melanoblastoma en los miembros inferio- 
res, que para algunos autores constituye 
la localizacién mas frecuente,?? ha sido 
relacionada con el traumatismo propio de 
ellos.*? Ademas Roffo, 1936,*° ha atribuido 
a las radiaciones solares una relacioén im- 
portante con la génesis neoplasica, lo cual 
puede ser un antecedente de importancia, 
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sobre todo si se tiene en cuenta que se ha 
relacionado con esto la incidencia de 
melanoblastoma en partes descubiertas del 
cuerpo como cabeza y cuello;?> como hecho 
interesante citaremos el caso de Odel, 
1937, en que concomitante con un melano- 
blastoma de region escapular izquierda 
se desarroll6 melanosis acentuada en cara 
y manos.*® 

Cutler y Buschke, 1939, han referido 
la transformacién maligna repentina de 
manchas melanicas en individuos al re- 
dedor de los 40 afios, considerandose 
dichas manchas como melanosis precan- 
cerosa. 

Ahora bien, cuando existe un nevo pig- 
mentario, los primeros signos de malig- 
nidad son aumento de tamafio, obscureci- 
miento y aceleracién de crecimiento,” 
volviéndose poco precisos los limites entre 
el nevo y la piel. El melanoblastoma, 
tanto en el caso de nevo preexistente 6 no, 
constituye una tumoracion redondeada, 
nodular, sesil 6 pediculada, de consistencia 
variable, que puede tener limites difusos 
6 ser encapsulada, subcutanea 6 epidér- 
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mica, en cuyo caso adquiere aspecto de 
tumor obscuro y agrietado que sangra con 
facilidad, desarrollandose al rededor de 
esia lesion y casi inmediatamente, nuevos 
fovos de células pigmentadas que siguen 
e] mismo curso que el foco primario.* 

El melanoblastoma se disemina tanto 
por via linfatica como por via sanguinea, 
realizandose segin Sayago, 1948, una 
tercera parte de los casos por via linfatica 
y dos terceras partes por via sanguinea ;*4 
sin embargo Frieden, 1949, comunicé que 
e!| 38 casos-de melanoblastoma de las ex- 
tremidades inferiores en que se hicieron 
35 disecciones de ganglios linfaticos, se 
encontraron metastasis ganglionares en 
e! 66 por ciento de los casos y McCune, 
1949, refirid que en 12 casos de 40 que 
no presentaban crecimiento ganglionar 
palpable, la diseccion radical revel6é me- 
tastasis microscépicas ganglionares en 7 
de los 12 casos (58 por ciento**’), hallazgos 
que indican que tal vez la metastasis lin- 
fatica en el melanoblastoma es de frecuen- 
cia mas elevada a la aparente y que 
muchas veces no puede ser reconocida por 
la clinica. De las metastasis por via san- 
guinea es bien conocida la pulmonar, la 
cual como refiere Minor, 1950, puede tener 
un largo perido de latencia asintoma- 
tica;*? asimismo Fonseca, 1947, y otros 
autores han observado metastasis Oseas 
melanoblastomatosas.*® En fin, mencio- 
naremos que el melanoblastoma es de lés 
tumores mas malignos, en consideracién 
a su rapida evolucién y difusién metas- 
tasica, malignidad que como ya hemos 
mencionado parece relacionada al estado 
endocrino de cada paciente. 

Recientemente Guzman, 1948, ha sejfia- 
lado la afinidad de la tirosina radioactiva 
por el tejido melanésico maligno, cosa 
que considera de posible uso en el diag- 
nostico del melanoblastoma.®! El diag- 
néstico diferencial del melanoblastoma se 
plantea con otras tumoraciones 6 manchas 
que se presentan con pigmentacion mela- 
nica; asi a primera vista el nevo congénito 
plano 6 la forma prominente de este, el 
nevo piloso, el verrucoso 6 papilomatoso 
y ciertas formas de neurofibromatosis 
generalizada podrian tomarse como mela- 
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Fig. 4 (Caso 2).—Linfoadenometastasis melano- 
blastomatosa submaxilar izquierda (vista con- 
tralateral). 


noblastoma; sin embargo, sus caracteres de 
evolucién benigna permiten la diferencia- 
cién, lo mismo que caracteres locales como 
la presencia de pelo 6 la ausencia de los 
signos de malignizacién névica ya men- 
cionados. En ciertos casos puede plan- 
tearse el diagnéstico mas dificil con sar- 
comas pigmentarios, que derivan su colo- 
racién obscura de hemosiderina procedente 
de hemorragias intersticiales; sin em- 
bargo, la identificacion del pigmento y a 
veces la clinica hace posible el diagnéstico 
diferencial. 

Recurso Terapéutico. — El tratamiento 
del melanoblastoma es de indole quirtr- 
gica y debe consistir en la extirpaci6én de 
la neoplasia y vaciamiento ganglionar,** 
siguiendo principios de exéresis y disec- 
cién en continuidad como han establecido 
Pack y Niiiez, 1949.52 En el caso de me- 
lanoblastoma de los miembros inferiores 
se ha utilizado recientemente la cuarter- 
ectomia por Bowers, 1949 ;°° sin embargo, 
las recidivas son rapidas, siendo excep- 
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Fig. 5 (Caso 2).—A la izquierda, dos dermometastasis melanoblastomatosas (pintadas) tora- . 
cica lateral y pélvica izquierdas; manchitas pigmentosas dorsales. A la derecha, dermometa- 
stasis melanoblastomatosas diversas (pintadas) de predominio izquierdo y algunas manchitas 


pigmentosas, localizacion toracica anterior. 


Fig. 6 (Caso 2).—A la izquierda, radiografia pdosteroanterior, menor nitidez y reaccién pe- 
ridstica del maxilar inferior, rama horizontal y zona yuxtangular izquierdas. 
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cionales las tardias como en el caso de 
Hunter, 1949.27 Por- otra parte Graham, 
1949, refiere que, atin utilizando el vacia- 
miento ganglionar asociado a la extir- 
pacién del tumor, la frecuencia de cura- 
cion es de 5 a 10 por ciento.** 


REVISION DE CASOS CLINICOS 


CASO 1.—D.H.B. de 39 anos. Ingreso al Hos- 
pal General, Pabellon 3. Jefe de Servicio 
Prof. Dr. Francisco Fonseca Garcia. Subjefe 
de Servicio Dra. Elena Orozco. 

Dos afios de evolucién hasta el momento de 
su estudio. Primeramente aparecié tumoracion 
subre un nevo, en el primer dedo del pie 
izquierdo, que se acompano de otra tumoracion 
en region inguinal homolateral a los cuatro 
meses, que fué operada al ano y medio, cuando 
aleanzaba un didmetro de cuatro centimetros. 
Al afio y ccho meses, aparecieron tumoraciones 
en craneo, cara, cuello, axilas y region lumbar, 
encontrandose cuatro tumoraciones en region 
occipitofrontal, dos en region parotidea, una 
en supraclavicular, una en regién carotidea 
y otra en hueco supraesternal. En el torax 


tig. 7 (Caso 2).—Microfotografia, aspecto del 


tumor a pequefio aumento. 
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Fig. 8 (Caso 2).—Microfotografia, porcién de un 
corte, polimorfismo celular y células cargadas de 
pigmento melanico. 


multiples tumoraciones regidn costal, 
espacio infraescapular izquierdo e interes- 
capulo vertebral derecho. En region inguinal 
izquierda otra tumoracion y en lumbar izquier- 
da dos mas. Todas las tumoraciones presentan 
las mismas caracteristicas consistentes en 
forma regularmente redondeada, superficie 
regular, diametro variable de un centimetro 
a cuatro centimetros, bien limitadas, des- 
plazables sobre planos profundos, consistencia 
dura, indoloras y de crecimiento rapido. Piel 
normal excepto en una tumoracién que se 
uleer6é (Fig. 1). 

Biometria hemdtica: Se encuentra con- 
signada en el cuadro elaborado con fines com- 
parativos. 

Radiografia de térax: En campo pleuro- 
plumonar derecho imagenes circulares de con- 
tornos netos que corresponden a metastasis, 
opacidad en velo en la base izquierda, sombra 
media deformada por la superposicién de 
sombras circulares de contornos netos polici- 
clicos en parte superior. Metastasis pulmcnares 
en zona mediastinica (Fig. 2}. 

Examen histopatolégico: Células con carac- 
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teristicas neoplasicas malignas cargadas de 
pigmento melanico. 

En examenes complementarios no hay datos 
de interés. ~ - : 

El enfermo en estado caquéctico acentuado a 
los veinte dias de su estudio. 

Caso 2.—G. C. de 39 afios. Caso del Prof. 
Dr. Manuel A. Manzanilla. 

Dos anos de evolucién hasta el momento 
de su estudio. Primeramente y consecutiva a 
aumento ligero de extensién, prurito y desca- 
maci6n de un nevo congénito de localizacién 
palpebral, presenté tumoracion preauricular 
izquierda de crecimiento rapido que fué extir- 
pada a los pocos dias con bisturi metalico. Un 
ano después aparecieron dos tumoraciones, 
situadas una al nivel del cruzamiento de la 
linea axilar con la novena costilla y la otra 
en la espina iliaca posterosuperior; a los seis 
u ocho meses de esto aparecié otra tumoracién 
en regién submaxilar izquierda. Al cabo de 
dos aos presenta mancha pigmentosa palpe- 
bral izquierda ya mencionada, tumor maxilar 
homolateral de cuatro centimetros de diametro, 
regularmente redondeado, de superficie regu- 
lar, consistencia dura, adherido al plano pro- 


Fig. 9 (Caso 2).—Microfotografia a grande au- 
mento, células neoplasicas con gruesos granos 
de. pigmento melanico. 
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Fig. 10 (Caso 2).—Microfotografia a grande au- 
mento, gruesos granos de pigmento melanico en 
las células neoplasicas. 


fundo y algo doloroso. Noédulos subcutaneos y 
manchitas pigmentosas diseminadas en cara 
anterior de t6rax y abdomen, en mayor pro- 
porcién del lado izquierdo y con predominio 
toracico mayor. Algunas manchitas distribui- 
das en tronco y extremidades. Dermometas- 
tasis pélvica. Las figuras ilustrativas muestran 
nédulos pintados, para hacerlos patentes. Fi- 
nalmente, es. interesante el hecho de que en este 
paciente existe una exposicién actinica pro- 
longada (Figs. 3, 4 y 5). 

Biometria hematica: Se encuentra consig- 
nada en el cuadro elaborado confines com- 
parativos. 

Radiografia de maxilar inferior: Se observa 
que la rama horizontal izquierda de la mandi- 
bula presenta menor nitidez que la contri- 
lateral y que en una zona cercana al anguli, 
que abarca desde el borde inferior hasta tris 
centimetros aproximadamente sobre el mism», 
hay signos de reaccién peridstica, posibl:- 
mente por proceso adherencial tumoral. Lis 
radiografias de aparato respiratorio, esquel:- 
tico, digestivo y urinario no dan datos patol:- 
gicos (Fig. 6). 

Examen histopatolégico: Nodulos const'- 
tuidos por elementos celulares de estirpe co1'- 


vol 
inv 
| 
de 
de ¢ 
mec 
ae ty a 
Pro 
D 
de s 
744 


VOL. XVII, NO. 5 


juntiva, muchos de los cuales estén cargados 
de pigmento melanico; caracteres especiales 
cclulares: nticleo con pocas mounstrosidades, 
con riqueza nucleolar no muy grande y pocas 
mitosis (Figs. 7, 8, 9,10 y 11). 

No hay datos de interés en examenes com- 
plementarios. 

El tratamiento consistié en exéresis amplia 
(bisturi diatérmico) del tumor maxilar con 
extirpacién de la glandula submaxilar, en parte 
invadida por el proceso neoplasico. Destruccién 
ciatérmica profunda extensa de la mancha 
»igmentosa palpebral y manchitas disemi- 
uadas. El enfermo fallecié al ano de haberse 
intervenido. 

Caso 3.—M.A.E. de 60 ajfios. Ingresé al 
\iospital General. Pabellén 13. Jefe de Servicio 
Prof. Dr. Ricardo Sanchez Cordero. 

Seis anos de evolucién hasta el momento 
de su estudio. Present6 primeramente mancha 
negra en el cruzamiento de la linea axilar pos- 
terior con el octavo espacio intercostal, sitio 
en que aparecié6 tumoracién de crecimiento 
rapido que fué extirpada con bisturi eléctrico 
al alo de comienzo. Poco tiempo después en 
la herida quirtirgica aparecié otra tumoracion 
de crecimiento progresivo, que se acompand 
de otra a los cinco anos seis meses, presentando 
la enferma en el momento del estudio seis 
tumoraciones en hemitérax derecho, regién 
lateral, entre la linea axilar posterior y la 
medio clavicular y entre el sexto espacio in- 
tercostal y el borde costal, de forma irregular, 
con aspecto de coliflor, coloracién negra, con- 
sistencia dura, desplazables sobre planos pro- 
fundos e indoloras, las dos mas grandes de 
tres centimetros de didmetro, con secrecién 
seropurulenta sobre todo la inferoexterna. Es 
interesante mencionar ademas en esta en- 
ferma: menarquia a los 14 afios. Ritmo mens- 
trual 30/3. 11 embarazos, 2 abortos. Meno- 
pausia a los 52 anos (Fig. 12). 

Biometria hemdtica: Se encuentra consig- 
nada en el cuadro elaborado con fines compara- 
tivos. 

Radiografia de térax: No revela metastasis. 

Examen histopatolégico: Imagen de melano- 
blastoma. 

El tratamiento consistiéd en exéresis amplia 
(bisturi diatérmico) de la zona tumoral; sin 
embargo, a los 12 meses de operada presenta 
recidiva localizada en la herida quirtrgica. 

Caso 4.—S.M.H. de 65 afios. Ingresé al 
Hospital General, Pabellén 13. Jefe de Servicio 
Prof. Dr. Ricardo Sanchez Cordero. 

Diez afios de evolucién hasta el momento 
de su estudio. Primeramente se presenté una 
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mancha pigmentada de negro, de medio centi- 
metro de didmetro, en la parte externa del 
talén del pie izquierdo, que crecié haciéndose 
saliente hasta aleanzar dos centimetros de 
didmetro. A los nueve afios presento caracteres 
inflamatorios siendo incidida, con lo cual salié 
exudado purulento. En el momento del estudio 
se presenté6 como una tumoracién de tres 
centimetros de didmetro, de coloraci6n negra, 
regularmente redondeada, superficie mamelo- 
nada cubierta de exudado serosanguinolento, 
consistencia dura e indolora. No se encon- 
traron clinicamente ganglios popliteos altera- 
dos. Es interesante mencionar ademas en esta 
enferma menarquia a los 14 afios, 1 embarazo, 
2 abortos. Menopausia a los 50 afios (Figs. 13 
y 14). 

Biometria hemdtica: Se encuentra consig- 
nada en el cuadro elaborado con fines com- 
parativos. 

Radiografia de térax: No revela metastasis. 

Examen histopatolégico: Imagen de mela- 
noblastoma. 

E] tratamiento consistié en amputacién de 
la pierna en la unién del tercio medio con el 
tercio superior, previa resecci6n del tumor con 


Fig. 11 (Caso 2).—Microfotografia a grande au- 


mento, abundantes células neoplasicas repletas de 
pigmento melanico. 
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bisturi diatérmico. A los dos meses de la matismo cronico, en un caso actinico y 


operacion presenta estado satisfactorio. No 
existe observacion posterior. 

A continuacion, consignados en cuadro 
comparativo, se muestran los resultados 
del examen hematolégico de los cuatro 
casos de melanoblastoma. 

Especulacién Patolégica. — Respecto a 
la localizacién de los melanoblastomas 
estudiados, me parece interesante la 
costal, ya que son bien conocidas las de 
cara y pie, que llevan implicito el trau- 


en el otro mecanico, que puede ser factor 
etiopatogénico a considerar, tanto con la 
evidencia de nevo preexistente, como en 
los melanoblastomas que se desarrollan 
sobre piel normal. E] dato de nevo pre- 
existente, me parece es dificil de con- 
siderar, ya que depende de la capacidad 
de observacion del paciente; en los cuatro 
casos de melanoblastoma estudiados, tres 
se desarrollaron aparentemente sobre piel 
normal, contrariamente a lo que estable- 


Fig. 12 (Caso 3).—A, melanoblastoma primario de la regién costal. B, melanoblastoma primario 
costal, de aspecto fungoso y recubierto de exudado. 
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Fig. 13 (Caso 4).—Melanoblastoma primario de 
la planta del pie. 


cen la mayoria de las estadisticas. 

En cuanto a la situacién y produccion 
de las metastasis, se nota en la revisién 
de casos clinicos la existencia de localiza- 
cién cutanea en dos casos (Casos 1 y 2), 
uno de los cuales present6 tambien metas- 
tasis 6sea (Caso 2), presentando el otro 
caso. metastasis pulmonares miultiples 
{Caso 1), que andlogamente a lo referido 
por Minor, 1950,‘ no produjeron cuadro 
sintomatico apreciable. Es interesante que 
en uno de los casos con _ localizacion 
metastasica. cutanea se asociéd exposicién 
actinica acentuada, por lo que podria 
tratarse de un dermofilotropismo melano- 
blastomatoso, tal como ha. sefialado Man- 
zanilla, 1945,° 1947! 1948.!° Los 
dos casos restantes (Casos 3 y 4) no 
mostraron evidencia de neoplasia mas que 
en el sitio primario. Finalmente, por lo 
que atafie a la via de diseminacién me- 
tastasica, hay que hacer notar que en los 
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casos en que se produjo metastasis, la 
primera via de diseminacion fué linfatica, 
siendo aparentemente posterior la disemi- 
nacion hematogena. 

Relacionando los casos estudiados por 
la edad, que expresa indirectamente el 
grado de funci6én gonadica, se integran 
dos grupos de caracteristicas - clinicas 
similares, uno formado por dos hombres 
jovenes, ambos de 39 afios de edad (Casos 
1 y 2), y otro formado por dos mujeres 
de 60 y 65 anos de edad y que refieren el 
principio de su padecimiento 8 y 15 anos 
después de la menopausia (Casos 3 y 4). 
Asimismo, en el primer grupo los pacientes 
fueron de constitucién delgada, siendo de 
constitucion gruesa los del segundo grupo. 
En el grupo de los joévenes, en ambos 
casos la evolucién del melanoblastoma fué 
muy maligna, rapida y con generalizaci6n 
del neoplasma en un plazo de dos ajos, 
en tanto que en el grupo de las mujeres 
menopausicas, al cabo de seis y diez anos 
de evolucién no se present6 dato alguno 
de generalizacion. Me parece interesante 
esto, ya que, como hemos mencionado, 
diversos autores han senalado que la cas- 
tracion,*! la nifez,°* la pubertad'’? y el 
embarazo** tienen influencia sobre la 
evolucion y malignidad del melanoblas- 
toma. Aunque por el reducido nimero de 
casos no es posible obtener conclusiones, 
pensamos que posiblemente el melano- 
blastoma sea menos maligno en los viejos 
que en los jévenes, por el estado endécrino 


Fig. 14 (Caso 4).--Melanoblastoma de la planta 
del pie, mostrando el aspecto mamelonado del 
neoplasma. 


95° 
Co, 
Me 
ae. 
4 
: 
* 
0 
747 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


particular de cada una de estas edades. 

En la biometria hematica se manifiesta 
en todos los casos variacién constante, 
consistente en anemia hipocrémica y leu- 
cocitosis, hallazgo que se observa en otras 
afecciones neoplasicas malignas, particu- 
larmente leucemia y enfermedad de Hodg- 
kin.** Whitby y Britton, 1950, consideran 
a la leucocitosis como un fenédmeno asocia- 
do en la mitad de los casos de neoplasias 
malignas, tratese de sarcoma 6 carcino- 
ma.” Sin embargo, esta leucocitosis puede 
ser producida 6 aumentada por presencia 
de infecci4n secundaria 6 en sitios no 
aparentes. 

Por tltimo, no obstante considerarse el 
tratamiento quirtirgico como el tnico 
recurso terapettico en el melanoblastoma, 
debe reconocerse que no siendo practica- 
mente eficaz, podria pensarse tal vez en 
un tratamiento hormonal adecuado, in- 
vocando analogias de tipo endocrino en 
las que se basa la terapettica privativa 6 
substitutiva empleada en lesiones cancero- 


sas primitivas, como la de la préstata en 
el hombre y de la mama en ambos sexos. 


RESUMEN 


Se tratan y consideran ciertos concep- 
tos y caracteristicas del melanoblastoma, 
con la ilustracién de cuatro casos estudia- 
dos al respecto. Se comentan los casos en 
relacién con el interés que ofrecen por la 
localizacién corporal del neoplasma, sitio 
y produccién metastasica, aspecto gona- 
dico y endécrino general, en relaci6én con 
la malignidad del neoplasma y variacién 
producida en el cuadro hematolégico. Se 
plantea finalmente la posibilidad de un 
tratamiento hormonal adecuado, siendo 
el tratamiento quirirgico practicamente 
ineficaz. 
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Military Medicine’s Dividends 


REAR ADMIRAL LAMONT PUGH (MC) U.S.N., F.L.C.S. (HON.) 
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ILITARY medicine from Cain to 
M Korea, embracing the history of 

war and including every field of 
preventive and therapeutic medicine and 
surgery, has progressed step by step and 
formula by formula toward a higher state 
of perfection. It is doubtful that the con- 
tributions that have been made and con- 
tinue to be made by the military medical 
services are realized or adequately appre- 
ciated by the public at large. That the 
civilian populations of the world are per- 
manent beneficiaries of many helpful 
medical by-products derived from the 
necessities of war and national military 
preparedness is the burden of my theme 
tonight. 

For example, medical history makes it 
clear that the scourge of yellow fever was 
conquered as a result of efforts of the 
military medical services. Typhoid fever 
was brought under control so that it no 
longer constitutes an epidemic threat to 
peoples of civilized nations. Many other 
accomplishments in the broad field of 
health and medicine that were direct out- 
growths of military medical endeavor 
have been recorded during the past fifty 
years. Up through the years to the 
present critical period of history the 
military medical services have continued 
and will continue to seek and develop 
solutions to medical problems, by which 
the health and physical welfare of 
service personnel can be protected and 
improved and the military efficiency of 
our fighting forces enhanced. It is only 
reasonable to assume that the civilian 

Read at a meeting of the New York Surgical Section 
of the United States Chapter, anal College of 


Surgeons, New York, Nov. 1, 195 
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world will continue to receive the benefits 
of this endeavor. 

The recently published official record 
of military medical progress during the 
late war fills two large volumes. It is a 
record of achievement by medical men and 
their associates in research, the tremen- 
dous beneficial effects of which are now 
beginning to be felt throughout the field 
of medicine and public health. The sub- 
jects treated range from the prevention 
of wound infections to the medical im- 
plications and the practical application of 
atomic energy, and from disease of the 
tropics to protection against the effects of 
Arctic cold. The testing of over 14,000 
antimalarial compounds, the mass produc- 
tion of penicillin, the fractionization of 
blood plasma, the synthesis of dihydro- 
quinine, the development of new pros- 
theses and new sensory devices and the 
effect of high speed aircraft on the human 
system are only a few of the topics of 
general as well as of professional inter- 
est dealt with in this historical record. 

During World War II we achieved the 
lowest mortality rate that has ever been 
recorded from wounds in military and 
naval engagements. For the first time in 
any war in our nation’s history, deaths 
from disease among personnel of the 
Armed Forces were fewer than the num- 
ber of our fighting men who were killed by 
the enemy or died as the result of wounds. 
In the current Korean conflict the mortal- 
ity rate among wounded who have lived 
long enough to reach the hands of a doctor 
has been lower even than that of World 
War II. 

The factors contributing to this splen- 
did medical record are many, and it is 
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impossible to attribute to any one thing, 
to any one group, or to any one service 
the eredit for the major role in this ac- 
complishment. War has always been a 
stimulus to medical and surgical progress. 
‘his truth was never more cogently ex- 
pressed than by the eminent British sur- 
veon, Sir Thomas Clifford Allbutt, who, in 
‘he early part of this century, observed: 
“T would remind you again how large and 
various was the experience on the battle- 
jield and how fertile the blood of war- 
riors in rearing good surgeons.” 

The medical services of the Armed 
Forces have continually worked in close 
collaboration with the civilian medical 
world and allied scientists, and with 
civilian medical industry in developing 
solutions to military medical problems. 
The Medical Department of the Navy 
maintains seven research laboratories, six 
in the continental United States, the 
seventh in Cairo, Egypt. This program 
encompasses some 300 research projects in 
the fields of medicine and the sister medi- 
cal sciences as they pertain to or have a 
bearing upon naval operations. In addi- 
tion to this intramural program, the 
Division of Biological Sciences of the 
Office of Naval Research, underwrites 
some 400 research projects in fundamen- 
tal or basic investigations at more than 
100 universities. It maintains branch of- 
fices in New York, Boston, Chicago, San 
Francisco, Los Angeles and London. 

Few realize how much the Medical De- 
partments of the Armed Services have 
contributed to civilian medicine and to 
the general welfare of the American peo- 
ple. Products and by-products of research, 
developments, technical elaborations, the 
promulgation of new concepts, and the 
publication.of professional and scientific 
publications—all these are significant fac- 
tors in the total achievement. 

It was by the development and applica- 
tion of measures to cope with malaria and 
scrub typhus that the millstone of deci- 
mating disease was removed from the neck 
of our fighting forces in the southern, 
southwestern and western Pacific and in 
the Middle East. This included the effec- 
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tive development and utilization of meas- 
ures directed at mosquitoes, flies and other 
insects that spread disease. Devices were 
developed and employed for the aerial and 
ground dissemination of DDT preparations 
over large areas. The DDT aerosol bomb 
(dispenser) for local use by military per- 
sonnel in destroying insect pests and car- 
riers of disease was developed and sup- 
plied. Adaptations of these measures and 
devices are now in daily use in civilian 
life. It was in the Armed Forces that sup- 
pressive treatment of malaria with ata- 
brine and other antimalarial drugs was 
first successfully employed on a large 
scale. As they are doing in many other 
fields of preventive and curative medi- 
cine, the Armed Forces are continually 
striving for improvement in their cam- 
paign against malaria. They have con- 
tinued to test the newer antimalarial 
drugs, which prove to have both thera- 
peutic and prophylactic qualities and yet 
are less toxic than atabrine. Chloroquin, 
paludrine and pentaquine have so far 
proved the most promising. Recently an- 
other antimalarial drug apparently of 
great effectiveness, primaquine, has ap- 
peared in the medical armamentarium. 
Since immunization with tetanus toxoid 
was made compulsory, the incidence of 
tetanus in the Armed Forces has been re- 
duced almost to the vanishing point. The 
same may be said with regard to small- 
pox, against which dreadful malady vac- 
cination of the Armed Forces was begun 
at the insistence of Dr. Benjamin Rush 
during the American Revolutionary. Spe- 
cial immunizations and control measures 
are applied against typhus, cholera, 
plague, yellow fever, diphtheria, and 
Rocky Mountain spotted fever as these 
potential dangers are encountered. Im- 
munization against Japanese encephalitis 
was first used for American troops in 1945 
in Okinawa, when an epidemic occurred 
among the native population. An impor- 
tant advance in wound management was 
developed during World War II through 
the “phasing” of surgical treatment. 
Developments in the field of blood 
plasma and blood derivatives, with respect 
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to the preservation, transportation and 
use of whole blood and the utilization of 
these products on a mass scale, all received 
their stimuli. from the requirements of 
military medicine. At present much of the 
work that is going on in an effort to find 
a suitable substitute for blood plasma, a 
search that has brought forth such prod- 
ucts as dextran, peristan, etc., has received 
its major stimulus from the military. 

Revolutionary advances in the treat- 
ment of cholera by the use of sulfonamides 
and penicillin in conjunction with intra- 
venous saline and blood plasma also were 
made during the war years in conjunction 
with the world-wide effort of our military 
medical services. Many other notable ex- 
amples of progress in the fields of preven- 
tive and curative medicine could be cited. 
Through efforts of the military medical 
services, the greatest advances in many 
generations in the field of prosthetic ap- 
pliances have also been made in recent 
years. Among these is included the acrylic 
artificial eye. 

Practically all of the medical aspects 
of aviation have come from military 
aeromedical research. In the field of avia- 
tion, the work of the military medical 
services goes hand in hand with that of 
the military and civilian aeronautical en- 
gineers. Many advances in military air- 
plane design and construction are based 
on medical and physiologic considerations. 
Developments in the mechanical capabili- 
ties of modern aircraft have outstripped 
the physical capabilities of the human 
kody to withstand the abnormal conditions 
and stresses to which it may be subjected. 
Therefore, constant work on ways and 
means of providing compensatory adjust- 
ments to effect a balance between man and 
machine is going on in the Armed Serv- 
ices. It was thus in the past that the 
hazards of carbon monoxide in aircraft 
were recognized and corrected later, under 
a like stimulus, the oxygen mask for use 
in aircraft also came into being; and more 
recently the development of pressurized 
cockpits and aircraft cabins has been 
similarly achieved. Development of the 
“G-Suit” as a practical means of fore- 
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stalling the effects of centrifugal force 
on the human body was a military medic: 
necessity. Through medical physiologic re- 
search and studies, physical standards for 
selection of flight personnel have been 
evolved, established, and improvements 
have been found possible in the design and 
arrangement of cockpit instruments and 
instrument panels. Devices and measures 
now finding application in general use to 
minimize injuries to and to enhance sur- 
vival of flight personnel in case of accident 
have also come into being. All such de- 
velopments are directed toward improv- 
ing the efficiency and safety of the pilot 
and crew, and thus toward better mili- 
tary performance. Commercial aviation 
has gained the benefit of all these ad- 
vances, and as a result is able to provide 
better, faster and safer air facilities to 
meet the needs of the civilian world. 
Medical research and the developments 
thereof with respect to the physiologic ef- 
fects and medical problems produced by 
higher than normal atmospheric pres- 
sures and noxious gases have stemmed 
from military necessity. This has its prac- 
tical application in the Armed Forces in 
connection with the design and safety of 
operation of submarines; in the devising 
of technics and mechanisms for escape 
from damaged submarines in the develop- 
ment and improvement of the diving lung; 
and in the use of deep-sea diving outfits. 
The knowledge gained from this research 
has likewise found practical application 
in our industrial and commercial life. 
Back in the medieval periods consider- 
able emphasis was placed on body armor, 
if the numerous exhibits on display in 
the American Museum of Natural History 
here in New York and other museums 
of the world mean anything. With the ad- 
vances made in methods and implements 
of war from the days of Charlemagne up 
to the present era, the matter of body 
armor seems to have come to receive 
less and less attention. However, there 
has been a _ recrudescence of interest 
in the development of a fabric that 
would withstand the penetrating pro. 
pensities of modern small-arms missiles. 
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Study of this problem has been carried 
forward under the direction of medi- 
cal researchers. Attention is also being 
directed to analysis of the lethal proper- 
ties of a bullet fired from a gun. By and 
large, the simple assumption that a man 
cies because he is shot seems to satisfy 
»iost people—certainly there is inherent 
in a gunshot a lethal principle or prin- 
.iples over and above those that can be 
.xplained in terms of ordinary physical 
‘rauma. Surgeons should be interested in 
‘his phenomenon. In our research labora- 
tories the experts working in this field 
ave pretty well determined the scien- 
‘\ifie nature of death from gunshot, and 


' it is by no means confined to the macro- 


scopic physical trauma. 

The research program of the Navy’s 
Medical Corps is by no means limited to 
the laboratory. It extends to field projects 
in the Arctic and Antarctic regions, to 
the steaming jungles of tropic islands 
and to foreign continents. A typical re- 
search expedition covered 15,000 miles, 
between Port Said and Cape Town, on the 
continent of Africa in 1948. This unit of 
medical scientists, operating under the 
Bureau of Medicine and Surgery, brought 
out of Africa the richest haul of valuable 
specimens, scientific information and 
teaching material ever obtained by any 
similar African expedition. Thus it is pos- 
sible that, if. Africa should figure as a 
staging area in a large scale future mili- 
tary operation, the information of medical 
value obtained by the Navy’s research 
group would have inestimable importance. 
It might indeed mean the difference be- 
tween security and chaos in terms of lives 
lost or troops rendered ineffective by dis- 
ease. 

Among the important contributions the 
Medical Department of the Navy has 
made to the medical profession should be 
mentioned two books. One is a Color Atlas 
of Pathology compiled and edited under 
the aegis of the Naval Medical School at 
Bethesda, Maryland. Released by the pub- 
lishers during the past year, this work 
is the first of its kind ever to be offered 
to the medical profession. Its value and 
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importance are said to be monumental. 
Another book recently made available is 
the first textbook ever to be published on 
atomic medicine. It was edited by Dr. 
Charles F. Behrens, Rear Admiral, Medi- 
cal Corps, U.S. Navy, who is now serv- 
ing as Medical Officer on the Staff of the 
Commander, Eastern Sea Frontier, in 
New York City. This book is an outstand- 
ing contribution in a highly specialized 
field that has flowered and borne fruit 
since 1945. A second book, belonging to 
somewhat the same category, also edited 
by Dr. Behrens and now available to the 
public, is a small volume entitled, “After 
the A-Bomb?” 

During the past several years the medi- 
cal services of the Armed Forces have 
been working as a closely integrated team, 
seeking out all spheres of mutual inter- 
est in which their efficiency and economy 
can be further improved and undertak- 
ing programs of joint effort. There is 
now in successful operation a joint agency 
which, as a single office, purchases all 
medical supplies and equipment used by 
all the Armed Forces. A single standard 
medical supply catalogue is in daily world- 
wide use. Work in the field of medical in- 
telligence is being more closely integrated 
to serve common needs of the Armed 
Forces. The training and in-service edu- 
cational programs of the medical serv- 
ices in their numerous aspects, including 
aviation medicine, are being more closely 
integrated. Joint and common instruction 
is being conducted in appropriate special 
fields, such as atomic energy, biologic and 
chemical warfare, etc. The hospitalization 
of Armed Forces personnel, regardless of 
distinctive uniform or branch of service, 
has been so arranged that any patient re- 
quiring hospital treatment will be ad- 
mitted to nearest appropriate hospital of 
the Armed Forces. Certain hospitals so 
used in common are jointly staffed with 
Medical Department personnel of the 
three Armed Forces. Wherever possible 
consistent with essential military require- 
ments, medical facilities of the Armed 
Forces are being consolidated. 

The Army’s Institute of Pathology has 
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now become the Armed Forces Institute 
of Pathology, under a charter which re- 
quires that the directorship be rotated 
among the three- Armed Services. The 
Surgeon General’s Library, all Army since 
1836, will in the future be known as the 
Armed Forces Library, and it also will 
operate under a rotating system of intra- 
service directors. The Armed Forces Medi- 
cal Journal supplants the erstwhile Navy 
Medical Bulletin and the Journal of the 
U.S. Army Medical Department. At one 
time the Army operated its own fleet of 
transports. These are all now operated by 
the Navy under what is called the Mili- 
tary Sea Transportation Service. 

This spirit of unity, and the practical 
applications already made of the principle 
of unified effort by the Medical Services 
of the Armed Forces working as a closely 
integrated team, constitutes an established 
and sound foundation upon which further 
unification of the medical services can be 
developed. This closer relationship be- 
tween the three Medical Departments has 
been achieved only in such respects and to 
such extent as was mutually agreed upon 
as being to the best interest of all con- 
cerned. That the capital objective of the 
Medical Departments of the Armed Serv- 
ices is their maintenance of the highest 
state of efficiency to support the opera- 
tional forces has never been lost sight of, 
I can assure you, and that this funda- 
mental mission can be fulfilled only if each 
Service has its own medical department, 
responsible and accountable directly and 
independently to its respective Service, is, 
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moreover, the unanimous and unequivoc: 
conviction of the administrative heads of 
each of the Services. 

American civilians are and should be in- 
terested in the quality and caliber of the 
medical departments their several Armed 
Services maintain. In the event of a future 
all-out war, if it follows the pattern that 
seems probable, the boundary line be- 
tween the duties of the civilian and the 
Service doctor will be scarcely, if at all, 
distinguishable. It therefore behooves 
Service and civilian medicine and surgery 
to form an alliance based on mutual in- 
terests. There is and always will be a 
“common denominator” applicable to 
members of the medical profession, 
whether they wear civilian clothes or a 
uniform of the military. It is the mission 
of all doctors to prevent disease and in- 
jury as far as possible and to restore 
those already afflicted as rapidly as they 
can. 

It is their mission, as someone has 
aptly phrased it, to make growth more 
perfect, decay less rapid, life more vigor- 
ous and death more remote. We are all 
dealing with the most vitally important 
resource in the world. Napoleon recog- 
nized it when he said, “Health is neces- 
sary in war and cannot be replaced by 
anything else.” But Disraeli made a far 
more cogent observation when he averred 
that, “The health of the people is really 
the foundation upon which all their happi- 
ness and all their powers as a State de- 
pend.” 


The Seventeenth Annual Assembly of the United States and 
Canadian Chapters will be held at the Conrad Hilton Hotel (for- 
merly the Stevens) in Chicago, Sept. 2-5 inclusive, 1952. Further 
information may ke obtained by communicating with Dr. Arnold 
S. Jackson, Secretary, United States Chapter, 1516 Lake Shore 


Drive, Chicago 10, Illinois. 
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Chapter News 


International College of Surgeons 


United States and Canadian Chapters 


Arnold S. Jackson, M.D., F.A.C.S., F.1.C.S., Secretary 


Pakistan Chapter Organized: At a meet- 
ing of leading surgeons of Pakistan at the 
Hotel Metropole in Karachi on Jan. 19, 1952, 
1 Pakistan Chapter of the International Col- 
‘'ege of Surgeons was formally organized. The 
meeting was opened by Ulysses Grant Dailey, 
M.D., Se.D., F.A.C.S., F.1.C.S., of Chicago, 
as the authorized representative of the Col- 
lege. Dr. Dailey outlined the history, pur- 
poses, and ideals of the organization and 
described its activities, after which he called 
upon Muhammad S. Qureshi, M.B.(Pb), 
M.S.(Pb), F.R.C.S.(Ed.), M.R.C.O.G. (Lon- 
don), F.I.C.S., who had been appointed by the 
officers of the College as Provisional Secretary- 
General of the Pakistan Chapter, to speak. 
Dr. Qureshi said in part: 

“Islam never recognized barriers of na- 
tionality, caste, color and creed for the propa- 
gation of truth and dissemination of knowl- 
edge. The spirit of Pakistan, therefore, is 
essentially international and the aims of the 
International College of Surgeons—free cir- 
culation of surgical knowledge amongst na- 
tions and promotion of highest standards of 
surgery throughout the world, without regard 
to nationality, creed or color—have a special 
appeal for the surgeons in Pakistan. 

“Apart from this, there are other advan- 
tages which will accrue with establishment 
of the Pakistan Chapter. It will be a national 
organization of highly qualified and distin- 
guished surgeons with affiliation and prestige 
throughout the world which in itself is a 
great national asset. The establishment of 
such a Chapter will enable us to render two- 
fold service to our country: it will place Paki- 
stan at once on the international map of 
surgery, and will greatly help in the improve- 
ment of our surgical standards which means 
better service to Pakistan nationals. . . . The 
College brings about wide, frequent and inti- 
mate contacts with the leading exponents of 
our art. Such contacts with men who have 
devoted their lives to the solution of some 
surgical problems and have made lasting con- 


tributions to our profession are undoubtedly 
a source of great inspiration and will stimu- 
late us to emulate them. Contacts with sur- 
geons of other countries will also have a salu- 
tary effect on those surgeons in our country 
who have already attained great skill in sur- 
gery, but still suffer from a sense of diffi- 
dence or inferiority for which there is no valid 
basis. In the present state of our development, 
it is essential, and I think it is always wise, to 
check our standards with those of other na- 
tions. For this purpose, too, the College pro- 
vides every facility. 

“Apart from learning from other nations 
and improving our standards, I believe that 
Pakistani surgeons have much to contribute 
to the existing knowledge of surgery. With 
the tremendous amount of clinical material at 
their disposal and with their sound and thor- 
ough training, their position as surgeons is 
simply enviable. I know of surgeons who are 
in possession of valuable material for contri- 
bution, but apparently adequate stimulus to 
compile it and present it to the world is lack- 
ing. The Pakistan Chapter of the Interna- 
tional College of Surgeons would be an effec- 
tive stimulus for Pakistani surgeons to make 
valuable contributions to enrich the collective 
knowledge of surgery in the world.” 

Many distinguished surgeons who had been 
invited to attend the meeting but were unable 
to do so sent messages heartily endorsing the 
plan and expressing desire for enrollment as 
charter members. Lt. Col. Aziz K. M. Khan, 
D.M.R.E., F.R.C.S., was unanimously elected 
as the Provisional Chairman. Dr. A. U. Kahn, 
F.R.C.S. (Eng.), acted as recording secretary. 
February 29 was fixed as the date for the 
next meeting. 

The news of the formation of the Pakistan 
Chapter of the International College of Sur- 
geons was announced by Radio Pakistan. The 
Sind Observer and Dawn, Karachi, and Morn- 
ing News, Dacca, gave prominent place to 
more or less detailed proceedings of the meet- 
ing. The February issue of The Medicus, of 
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which Dr. Qureshi is Editor, carried a com- 
plete account of the meeting, including Dr. 
Dailey’s and Dr. Qureshi’s talks, a list of the 
surgeons who-attended the meeting, and ex- 
cerpts from the messages received, devoting 
some fifteen pages to the presentation. 

Since the International College of Surgeons 
already had a nucleus of Fellows in Pakistan 
as a start for the new Chapter, all signs are 
auspicious for its active functioning not only 
as a recipient of but a contributor to the 
surgical knowledge of the world, as was so 
well expressed by Dr. Qureshi. The new 
Chapter and its individual members are cor- 
dially welcomed into the International fold, 
with the very best wishes for their success. 


Program Planned for Colorado Springs 
Meeting: A meeting of the Rocky Mountain 
District of the United States and Canadian 
Chapters of the International College of Sur- 
geons will be held at the Broadmoor Hotel in 
Colorado Springs on May 2 and 3. Participat- 
ing provinces and states are Alberta, Montana, 
Idaho, Wyoming, Utah, Colorado, Arizona and 
New Mexico. Dr. Kenneth Sawyer of Denver 
is Regent of the Colorado Section which is 
sponsoring the meeting, and Dr. Harry C. 
Bryan of Colorado Springs is Chairman of the 
Committee on Arrangements. 

Entertainment is planned for the evening 
of the first day and a banquet for the evening 
of May 3. A luncheon for the ladies will be 
held at the famous Garden of the Gods Club, 
one of the most beautiful private clubs in 
America. 

Among the papers to be presented are the 
following: 

UNESCcO—and Its Efforts to Organize Medical 
and Scientific Congresses 

Wm. Carpenter MacCarty, M. D., Rochester; 

International Representative, International 

College of Surgeons 
The Course of Testicular Injury Following 
Accidental Exposure to Nuclear Radiation: 
Report of a Case 

William R. Oakes, M.D., Los Alamos, New 

Mexico 
Fascial Planes of the Neck 

Archibald Buchanan, M.D., Denver; Uni- 

versity of Colorado School of Medicine 
Diagnostic Difficulties Surrounding the Surgi- 
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cal Treatment of Hydatid Mole and Chori - 
carcinoma 
E. Stewart Taylor, M.D., Denver; Univer- 
sity of Colorado School of Medicine 
Surgery of the Heart and Great Vessels 
Thomas F. Keyes, M.D., Salt Lake City. 
Emergency Surgery of the Newborn 
J. W. Musgrove, M.D., Albuquerque, New 
Mexico 
Kielland Forceps in Persistent Occiput Poste- 
rior Presentation 
Glen Wesley Koford, M.D., Cheyenne, 
Wyoming 
Command Operation and Its Modifications 
James M. Ovens, M.D., Phoenix, Arizona 
Plain Film Study of the Abdomen 
C. N. Sorenson, M.D., Scottsbluff, Nebraska 
Radiology of Prolapsed Gastric Mucosa 
Vernon L. Bolton, M.D., Colorado Springs 
Direct Tissue Studies with the Electron Micro- 
scope 
Erving F. Geever, M.D., Colorado Springs 
Cardiac Arrest 
William A. Campbell Jr., Colorado Springs 


Ohio Section Holds Meeting: The Ohio 
Section of the United States Chapter of the 
International College of Surgeons held its 
first sectional meeting in Cleveland on March 
19 under the sponsorship of the Northeastern 
Ohio group. Headquarters were at Doctors 
Hospital. The program consisted of operative 
clinics, scientific exhibits, non-operative clin- 
ics and demonstrations, scientific talks, a 
business meeting, a luncheon and a banquet 
at the Alcazar Hotel. 

An outstanding event on the program was 
the two-hour demonstration of cardiac resus- 
citation held in Dr. Claude S. Beck’s Cardiac 
Laboratory in the Medical School of Western 
Reserve University. Assisting him in the 
demonstration was Dr. Robert S. Hosler. Dr. 
Beck also gave a talk at the banquet on “Sur- 
gery of Coronary Artery,” following which 
Dr. Philip Thorek discussed “Prevention and 
Correction of Common Duct Injuries.” 

In charge of arrangements for the meeting 
were Dr. R. R. Renner and Dr. Harry D. 
Morris. Dr. Renner was banquet chairman 
and Dr. William M. Skipp of Youngstown was 
chairman for the business meeting and fel- 
lowship hour. 
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Postgraduate Courses 


Preassembly Courses Offered by the International College of 
Surgeons in Cooperation with the Cook County Graduate 


The Seventeenth Annual Assembly of the 
\nited States and Canadian Chapters of the 
international College of Surgeons will be held 
‘in Chicago, September 2 to 5 inclusive, 1952. 
in keeping with the educational activities and 
objectives of the International College of Sur- 
seons, arrangements have been made to offer, 
in cooperation with the Cook County Graduate 
School of Medicine, a two-week Preassembly 
Postgraduate Course from July 14 through 
July 26. 

Since the course is designed primarily as an 
intensive review for members of the Interna- 
tional College of Surgeons and those preparing 
for its examination, the number of registrations 
will be limited. 

The course will consist of illustrated lectures, 
demonstrations, presentation of cases and surgi- 


The German Chapter of the International 
College of Surgeons is arranging a four-week 
postgraduate course, open to all surgeons except 
those in the Iron Curtain countries. The date 
for the beginning of the course is July 15, 1952. 
The following subjects will be presented: 

1. Thoracic Surgery. Given by Prof. Dr. Albert 
Lezius, Director of Surgical Department, 
University of Hamburg, and Assistants. 

a. Modern methods of anesthesia in chest 
surgery, with practical demonstrations 

b. Bronchoscopy 

ec. Bronchography 

d. Intubation 

e. Postoperative care of the Bronchial Tree 

f. Operative treatments of Carcinoma of 
the Lungs 

g. Operative treatments of Bronchiectasis 

h. Operative treatment of Pulmonary 

Tuberculosis 


School of Medicine 


Courses Offered by the German Chapter, International College 
of Surgeons 


July 15—August 15, 1952 


cal clinics. The teaching faculty will be com- 
prised of members of the attending and asso- 
ciate staffs of Cook County Hospital and 
prominent guest lecturers from other cities. 

In addition to general sessions for the entire 
group, there will be numerous section sessions 
for surgeons primarily interested in the follow- 
ing fields: 

General Surgery 

Orthopedic Surgery 

Gynecology 

Urology 

Proctology 

Basic Sciences in Clinical Surgery 

Requests for application forms or additional 
information may be addressed to the Secretary, 
Preassembly Postgraduate Courses, Interna- 
tional College of Surgeons, 1516 Lake Shore 
Drive, Chicago 10, Illinois. 


i. Operative treatments of tumors of the 
Mediastinum 

j. Surgery of the Esophagus and Cardia 

k. Operative treatment of congenital and 
acquired cardiac disease. (Fallot’s Tet- 
ralogy, Ductus Botalli, Coarctation of 
the Aorta, Stenosis of the Aortic Valve, 
Angina Pectoris.) 

2. Surgery of the Stomach. Given by Prof. Dr. 
G. E. Konjetzny, Director Emeritus, De- 
partment of Surgery, University of Ham- 
burg. 

a. Pathologic anatomy and _ pathological 
physiology of gastric ulcer 

b. Operations on the stomach 

c. Evaluation of Dragsted’s operation and 
sympathectomy 

3. Urologic Surgery. Given by Prof. Dr. Hans 
T. Junker, Chief Urologic Clinic, Allge- 
meines Krankenhaus Barmbeck, Hamburg- 

Wandsbek. 
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. Cystoscopy 


. Pyelography 
Roentgen diagnosis of diseases of the 
Kidneys - 

. Endoscopic operative procedures in tu- 

mors of the Bladder 

. Tumors of the Prostate (particularly 

hypertrophy) 
Prostatectomy 
1. Kreyer’s method 
2. Millin’s procedure 
3. Ilarris’ method 
g. ‘Total cystectomy for carcinoma of the 
bladder 
h. Miscellaneous subjects. 

|. Medullary Nailing of Fractures of Long 
Bones: Given by Prof. Dr. Gerhard 
Kiintscher, Surgeon in Chief, Kreiskranken- 
haus, Schleswig. 

. Theoretic Considerations of Medullary 
Nailing 
Indications for Medullary Nailing 

. Bones of the Leg, Arm and Forearm 

. Medullary Nailing in Operations for 
Pseudo-Arthrosis 

. Operative Technic 

f. Film Presentation 

Date: The date for the beginning of the course 
is 15 July 1952. 

Place: Postgraduate courses in Thoracic and 
Gastric Surgery will be held at the Surgical 
clinics of the University of Hamburg. The 
course in Urologic Surgery will be held at 
the Allgemeines Krankenhaus Barmbeck, 
Ilamburg-Wandsbek. 

T'uition: For those residing in Europe, the tui- 
tion will be DM 100 per course. 

For those residing in the United States. 
Canada, Central America and South Amer- 
ica, the tuition will be $100 per course. 

Courses: The courses will consist of daily prac- 
tical demonstrations, lectures and operative 
procedures given by the teachers and as- 
sisted by the postgraduates. 

Directors: Prof. Dr. Albert Lezius, Prof. Dr. 
G. E. Konjetzny and Prof. Dr. Hans T. 
Junker. 

Inquiries and Registration for the postgraduate 
courses will be received until July 1, 1952 
and should be addressed to Prof. Dr. Albert 
Lezius, Chief, Department of Surgery, Uni- 
versity of Hamburg, Hamburg, Eppendorf, 
Germany. 

Vierwochiger Fortbildungskurs 
Deutsches Chapter, International 
College of Surgeons 
Das Deutsche Chapter des International Col- 
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lege of Surgeons beabsichtigt, einen vierwéchi- 

gen Fortbildungskurs fiir junge Arzte und 

Chirurgen zu halten. Folgende Hauptthemen 

sind vorgesehen: 

1. Thoraxchirurgie: Prof. Dr. Albert Lezius. 
Direktor der Chirurgischen Universitits- 
Klinik und Poliklinik, Hamburg-Eppendorf, 
und Mitarbeiter. 

. Moderne Narkose und Anaesthesiever- 
fahren fiir die Thoraxchirurgie mit prak- 
tischen Uebungen 

. Bronchoskopie 

. Bronchographie 

. Intubation 

. Postoperative Bronchialtoilette 

. Die operative Behandlung des Lungen 
karzinoms 

Bronchiektasen 

. Lungentuberkulose 

. Geschwiilste des Mediastinums 

j. Chirurgie des Oesophagus und der Kardia 

. Chirurgie der angeborenen und 
erworbenen Herzfehler (Fallot’sche Te- 
tralogie, offener Ductus Botalli, Coarcta- 
tion der Aorta, Pulmonalstenose, Mitral- 
stenose, Aortenklappenstenose, Angina 
pectoris) 

Chirurgie des Magens: Prof. Dr. G. E. 

Konjetzny, Direktor Emeritus der Chirur- 

gischen Universitits-Klinik und Poliklinik, 

Hamburg-Eppendorf 

a. Pathologische Anatomie und Patho- 
logische Physiologie des Magengeschwiirs 

b. Die Operationen am Magen 

ce. Stellungnahme zur Operation nach Drag- 
stedt und zur Sympathektomie 

. Chirurgische Urologie: Prof. Dr. Hans T. 
Junker, Chefarzt der Chirurgisch-Urolo- 
gischen Klinik des Allgemeinen Kranken- 
hauses, Barmbek. 

a. Zystoskopie 

b. Pyelographie 

c. R6ntgendiagnose der Nierenerkrankun- 
gen 

d. Operative endoskopische Eingriffe bei 
Blasentumoren 

e. Prostatahypertrophie 

f. Die Prostatektomie nach Freyer, nach 
Millin und nach Harris 

g. Die totale Zystektomie beim Blasen-Kar- 
zinom 

h. Verschiedenes 

Die Marknagelung von Frakturen langer 

Rohrenknochen: Prof. Dr. Gerhard Kiint- 

scher, Chefarzt der Chirurgischen Abteilung 
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des Kreiskrankenhauses Schleswig 

a. Theoretische Grundlagen der Marknage- 
lung 

b. Indikationen fiir die Oberschenkelmark- 
nagelung 

ce. Die Unterschenkel—, Oberarm und Un- 
terarmmarknagelung 

d. Die Marknagelung bei Pseudarthrosen- 

operationen 

Operationstechnik 

Tilmvorfiihrungen 

/-it: Beginn des Kurses Dienstag, 15 Juli 1952. 

(rt des Kurses: Thoraxchirurgie und Magen- 
chirurgie — Hamburg-Eppendorf, Chirur- 
gische Universitits-Klinik. 

Urologie — Allgemeines Krankenhaus 
Barmbeck, Hamburg-Wandsbek. 

hosten: Fir AngehOrige europiaischer Staaten 

DM 100. 

Kosten fiir Angehorige der U.S.A., der 
Mittel-und Siidamerikanischen Staaten und 
Canada 100 Dollar. 

Die Kurse: Die Kurse bestehen in theoretischen 
Vorlesungen unde in taglichen Uebungen 
und Operationen. 

Kursleiter: Prof. Dr. Albert Lezius: Prof. Dr. 
G. E. Konjetzny: Prof. Dr. Hans T. 
Junker: Prof. Dr. Gerhard Kiintscher. 

Anmeldungen bis 1 Juli 1952: Prof. 
Dr. A. Lezius, Direktor, Chirurgische Uni- 
versitéts-Klinik und Poliklinik, Hamburg- 
Eppendorf. 


Cours Avancés Offerts par le 
Chapitre Allemand 


du Collége International des 
Chirurgiens 
Le Chapitre Allemand du Collége Interna- 
tional des Chirurgiens organise un cours avancé 
de quatre semaines. Les sujets suivants seront 
traités: 

1, Chirurgie Thoracique. Par Monsieur le 
Professeur Albert Lezius. Directeur de la 
section de Chirurgie 4 l'Université de Ham- 
burg et ses Assistants. 

a. Méthodes modernes d’anesthésie en 

chirurgie -thoracique, avec démonstrations 
pratiques 

b. Bronchoscopie 

Bronchographie 

Intubation trachéale 

Traitement post-opératoire en matiére 

d’arbre bronchique 

f. Traitement chirurgicale des cancers du 
poumon 

g. Traitement chirurgicale des dilatations 
des bronches 
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h. Traitement chirurgicale de la tubercu- 
lose pulmonaire 

i. ‘I'raitement chirurgicale des tumeurs du 

médiastin 

Chirurgie de l’ésophage et du cardia 

Traitement chirurgicale des  cardio- 

pathies congénitales et acquises (‘létra- 

logie de Fallot, Persistance du Trou de 

Botal, Sténose de l’Isthme de 1|Aorte, 

Retrécissement de l’Orifice Aortique, 

Angine de Poitrine) 

Chirurgie Gastrique. Par Monsieur le Prof- 

esseur G. E. Konjetzny, Directeur Emérite 

de la Section de Chirurgie 4 l’Université de 

Hamburg. 

a. Anatomo Pathologie et Physio Patho- 
logie de l’ulcére de l’estomac 

b. Chirurgie gastrique 

c. Discussion de la valeur de l’Opération de 
Dragstedt et de la Sympathectomie 

8. Urologie. Par Monsieur le Professeur Hans 
T. Junker, Chef de la Clinique d’Urologie 
a Allegemeines Krankenhaus, Barmbeck, 
Hamburg-Wandsbek. 

a. Cystoscopie 

b. Pyélographie 

c. Radiologie dans de diagnostic des mala- 
dies rénales 

d. La Chirurgie endoscopique des tumeurs 
de la vessie 

e. Les tumeurs de la prostate 

f. Prostatectomie 
1. Par la méthode de Freyer 
2. Par la méthode de Millin 
3. Par la méthode de Harris 

g. Cystectomie totale pour cancer de la 
vessie 

h. Sujets divers 

4, L’Enclavage Medullaire des Fractures des 
os Longs. Par Monsieur le Professeur Ger- 
hard Kiintscher, Chirurgien Chef, Kreis- 
krankenhaus, Schleswig 
a. Considérations théoriques sur l’enclavage 

médullaire 

Les indications de l’enclavage médullaire 

Os de la jambe, du bras et de l’avant bras 

Le traitement des Pseudarthrosis par 

Venclavage médullaire 
e. Téchnique opératoire 
f. Présentation de films. 

Date: La date pour le début du cours est le 
15 Juillet 1952. 

Place: Les course avancés de Chirurgie Gas- 
trique et Thoracique seront donnés A la 
Clinique Chirurgicale de l'Université de 
Hamburg. Le cours d’Urologie sera donné 4 
lAllegemeines Krankenhaus, Barmbeck. 
Hamburg-Wandsbek. 
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Inscriptions: Pour ceux habitant 1’Europe, 
linscription sera de 100 DM. 

Pour ceux habitant les Etats-Unis, 
l’Amerique Centrale et du Sud et le Canada, 
I’Inscription sera de $100 par cours. 

Les Cours: Les cours consisteront de démon- 
strations pratiques, de cours théoriques et de 
techniques opératoires donnés par les prof- 
esseurs. 

Les Directeurs: Les Directeurs des cours 
avancés sont: Messieurs Les Professeurs Al- 
bert Lezius, G.°E. Konjetzny Hans T. 
Junker et Gerhard Kiintscher. 

Les démandes de renseignements et les in- 
scriptions seront recues jusqu’au le 1 Juillet 
1952, et devront tre adressées ‘4 Monsieur le 
Professeur A. Lezius, Directeur de la Section de 
Chirurgie, Université de Hamburg, Hamburg, 
Eppendorf, Allemagne. 


Cursos de Post-Graduado Ofrecidos 
por el Capitulo Aleman 


del Colegio Internacional 
de Cirujanos 


El Capitulo Aleman del Colegio Internacional 
de Cirujanos esta preparando un curso de Post- 
Graduado de cuatro semanas de duracién. La 
siguiente materia sera presentada. 

1, Cirugia de Torax: Explicada por el Profesor 
Dr. Albert Lezius, Director del Departa- 
mento de Cirugia, La Universidad de Ham- 
burgo, y por sus asistentes. 

a. Métodos modernos de anestesia en 
cirugia de torax, con demonstraciones 
practicas 
Broncoscopia 
Broncografia 

. Intubacién 

Cuidado post-operatorio del Arbol Bron- 
quial 
Tratamiento quirtirgico del Carcinoma 
del Pulmén 
Tratamiento quirtirgico de la bronquiec- 
tasia 
Tratamiento quirtrgico de la Tuberculo- 
sis pulmonar 
Tratamiento quirurgico de los tumores 
del mediastino 
Cirugia del eséfago y cardias 
Tratamiento quirurgico de enfermedades 
cardiacas congénitas y adquiridas (Tetra- 
logia de Fallot, Coartacién de la Aorta, 
Estenosis de la Valvula Aortica, Angina 
Pectoris ) 

Cirugia del Estémago: Explicada por el 

Profesor Dr. G. E. Konjetzny, Director 


MAY, 19 2 


Emérito del Departamento de Cirugia de la 
Universidad de Hamburgo. 
a. Anatomia y fisiologia patolégica de |a 
Ulcera gastrica 
b. Operaciones del estémago 
c. Evaluacién de la operacién de Dragste:it 
y la simpatectomia 
Cirugia Urolégica: Explicada por el Prof. 
Dr. Hans T. Junker, Jefe de la Clinica 
Urolégica, Allgemeines Krankenhaus Barm- 
beck, Hamburg-Wandsbek 
a. Cistoscopia 
b. Pielografia 
c. Diagndéstico Radiolégico de las Enferme- 
dades de los Rifones 
d. Ténicas  operatorias 
tumores de la vejiga 
Tumores de la prostata (Particularmente 
la hipertrofia) 
Prostatectomia 
1. Metodo de I'reyer 
2. Metodo de Millin 
3. Metodo de Harris 
g. Cistectomia total en Carcinoma de la 
vejiga 
h. Temas Miscelaneos 
Aplicacién Medular de Clavos en Fractures 
de los Huesos Largos: Explicada por el 
Profesor Dr. Gerhard Kiintscher, Jefe en 
Cirugia, Kreiskrankenhaus, Schleswig. 
a. Consideraciones tedricas sobre aplica- 
medular de clavos 
Indicaciones 
Huesos de la pierna, brazo y antebrazo 
Aplicacién de clavos en pseudo-arthrosis 
Tenicas operatorias 
. Presentacién de Peliculas 

Fecha: La fecha para el comienzo del curso es 
15 Julio de 1952 

Lugar: Los cursos de post-graduado en cirugia 
de torax y estémago se Hevaran a cabo en 
las clinicas quirtrgicas de la Universidad 
de Hamburgo. E1 curso en cirugia uroldgic: 
se ofrecera en Allgemeines Krankenhau; 
Barmbeck, Hamburgo-Wandsbek. 

Matricula: Para aquellos que residen en Europa. 
el costo sera de DM 100 cada curso. 

Para aquellos que residen en I.os Estado- 
Unidos, Canada, Centro y Sud America, ¢ 
costo serd de $100.00 cada curso. 

Cursos: Los cursos consistiran en demostracione 
practicas diarias, conferencias y procedere 
quirurgicos realizados por los profesores \ 
asistidos por los post-graduados. 

Directores: Prof. Dr. Albert Lezius, Prof. Dr 
G. E. Konjetzny, Prof. Dr. Hans 'T. Junker 
Prof. Dr. Gerhard Kiintscher. 
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Solicitudes de Matricula: Solicitudes de matric- 


ula para los cursos de post-graduados seran 
aceptadas hasta 1 Julio de 1952 y deben ser 
dirigidas a la Profesor Dr. Albert Lezius 
Jefe del Departamento Quirtrgico de la 
Universidad de Hamburgo, Hamburgo-Ep- 
pendorf, Alemania. 

Corsi per Laureati Offerti Dalla 

Sezione Tedesca 
dell’ “International College of 
Surgeons” 
La Sezione Tedesca dell’ “International Col- 


leze of Surgeons” sta preparando un corso per 
laureati della durata di un mese. Saranno pre- 
senitati i seguenti argomenti: 


Chirurgia Tordcica: Prof. Dott. Albert 
Lezius, Direttore della Clinica Chirurgica 
dell’Universita d’Amburgo, ed i suoi as- 
sistenti. 

a. Metodi moderni d’Anestesia in chirurgia 

toracica, con dimostrazioni pratiche 

b. Broncoscopia 

c. Broncografia 


Intubazione 

e. Cura postoperatoria dell’albero bron- 
chiale 

f. Trattamento operatorio del cancro del 
polmone 

g. Trattamento operatorio delle bronchie- 
tasie 

h. Trattamento operatorio della tubercolosi 
polmonare 

i. Trattamento chirurgico di tumeri del 
mediastino 


j. Chirurgia dell’esofago e del cardia 

k. Trattamento operatorio delle cardiapatie 
congenite ed acquisite (Tetralogia di 
Fallot, Dotto di Botallo, Coartazione 
aortica, Stenosi della valvola aortica, 
Angina di Petto) 


. Chirurgia dello Stomaco: Prof. Dott. G. E. 


Konjetzny, Direttore Emerito della Clinica 

Chirurgica dell’Universita d’Amburgo 

a. Anatomia e fisiologia patalogica dell’ul- 
cera gastrica 

b. Interventi sullo stomaco 

ce. Valutazione dell’intervento di Dragstedt. 
e simpaticectomia 

Chirurgia Urologica: Prof. Dott. Hans T. 

Junker, Capo della Clinica Urologica, All- 

gemeines Krankenhaus, Barmbeck, Amburgo- 

Wabdsbek 

a. Cistoscopia 

b. Pielografia 

ce. Diagnosi radiologica delle malattie del 
rene 
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d. Procedure operatorie endoscopiche dei 
tumori della vescica 
e. Tumori della prostata (particolarmente 
ipertrofia) 
f. Prostatectomia 
1. Metodo di Freyer 
2. Metodo di Millin 
3. Metodo di Harris 
g. Cistectomia totale nel carcinoma della 
vescica 
h. Argomenti vari 
Trattamento delle Ossa 


Fratture delle 


, Lunghe con il Metodo delle’Inchiodamento 


Intramidollare: Prof. Dott. Gerard Kiint- 
scher, Cappo della Clinica Chirurgica, 
Kreiskrankenhaus, Schleswig. 
Considerezioni teoriche 
Indicazioni 
Applicazioni all’arto 
feriore 

Applicazioni in casi di pseudoartrosi 
Tecnica operatorie 

Prezentazione di radiogrammi 


superiore ed_in- 


La Data: La data probabile dell’inizio del 


corso e il 15 luglio 1952 

Situazione: I corsi di chirurgia toracica e 
gastrica saranno tenuti alla Clinica Chirur- 
gica dell’Universita d’Amburgo. II corso in 
chirurgica urologica sara tenuta nella Allge- 
meines Krankenhaus Barmbeck, Amburgo- 
Wandsbek. 


Tassa: Per quelli che risiedono in Europa, la 


tassa sara di 100 D.M. 

Per quelli che risiedono negli Stati Uniti, 
America Centrale e Medionale e Canada, la 
tassa sara di $100.00 per corso. 

Corsi: I corsi consisteranno de dimostra- 
zioni pratiche, lezioni e interventi operatori 
quotidiane attuate dagli insegnanti e dei 
laureati. 

Direttori: Prof. Dott. Albert Lezius, Prof. 
Dott. G. E. Konjetzny, Prof. Dott. Hans T. 
Junker, Prof. Dott. Gerhard Kiintscher. 

Informazione e domande frequenza per il 


corsi per laureati saranno ricevute sino al 15 
Luglio 1952 e devono essere indirizzate al 
Prof. 
Clinica Chirurgica, Universita d’Amburgo, Am- 
burgo-Eppendorf, Germania. 


Dott. Albert Lezius, Direttore della 


Cursos de Post-Graduacao Oferecidos 


Pelo Capitulo Alemao 
do Collegio Internacional de 
Cirurgioes 
O Capitulo Alemdo de Cirurgides esta organ- 


izando um curso de post-graduacao de quatro 
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semanas. Os seguintes assuntos serdo apresen- 

tados: 

1. Cirurgia do Thorax. Dado pelo Prof. Albert 
Lezius, director do Departamento Cirurgico, 
Universidade de Hamburgo e seus assis- 
tentes. 

a. Metodos modernos de anestesia em 
cirurgia torax com demonstragoes pra- 
ticas 
Broncoscopia 
Broncografia 
Intubagao 
Cuidados_ pos-operatorios de arvore 
bronquial 
Tratamentos operatorios do carcinoma 
dos pulmoes 
Tratamentos operatorios da _ bronquiec- 
tasia 

. T'ratamento operatorio da _tuberculose 
pulmonar 
Tratamento operatorio de tumores do 
mediastino 
Cirurgia do esofago e do cardia 
Tratamento operatorio de doenc¢as car- 
diagas adquiridas ou cogenitas, (Tetra- 
logia de Fallot, Buraco de Botal, Coarc- 
tacao da Aorta, estenédse da _ valvula 
adrtica, angina pectoris) 

. Cirurgia do Estomago. Dado pela Prof. Dr. 
G. E. Konjetzny, Diretor Emerito, Departa- 
mento de Cirurgia, Universidade de Ham- 
burgo. 

a. Anatomia patologica e fisiologia pato- 
logica da ulcera gastrica 

b. Operagdes sobre 0 estomago 

c. Julgamento do operacdo de Dragstedt e 
simpatectomia 

Cirurgia Urologica. Dada pelo Prof. Dr. 

Hans T. Junker, Chefe Clinica Urologica, 

Allgemeines Krankenhaus Barmbeck, Ham- 

burg-Wandsbek. 

a. Cistoscopia 

b. Pilografia 

d. Diagnostico radiologico das doengas dos 
rins 
Processos operatorios endoscopicos em 


tumores da bexiga 

. Tumores da prostata (particularmente 
hipertrofia) 

. Prostatectomia 
1. Metodo de Freyer 
2. Metodo de Millin 
3. Metodo de Harris 

h. Cistectomia total em carcinoma da bexiga 

i. Assuntos diversos 

. Fixagdo de Fraturas de Osos Longos por 

Cravejamento Metalico Medular: Dado pelo 

Prof. Dr. Gerard Kiintscher, Chirurgiao en 

Chefe, Kreiskrankenhaus, Schleswig. 

a. Consideragdes teoricas sobre craveja- 
mento metalico medular 

b. Indicag6es para cravejamento metalico 
medular 

c. Osos de perna, brago y ante braco 

d. Cravejamento medular em _ operagdes 
para pseudo-artrosis 

e. Técnica operatoria 

f. Film 

A Data: A data para inicio do curso é 15 Julho 
de 1952. 

Sitio: Cursos post-graduados em Cirurgia do 
Estomago e do Thorax serado dados no Clin- 
ica Cirurgica da Universidade de Hamburgo. 
O curso de Cirurgia Urologica sera dado no 
Allgemeines Krankenhaus Barmbeck, Ham- 
burgo-Wandsbek. 

Taxes: Para os residentes nos Estad os 
Unidos, Central e Sul America e Canada, a 
taxa sera.de $100.00 por curso. 

Para os residentes na Europa, a taxa sera 
de DM 100 para cada curso. 

Os Cursos: Os cursos consistirao de demon- 
stracaes practicas, aulas e operagdes dadas 
por professores é post-graduados. 

Diretores: Prof. Dr. Albert Lezius. Prof. Dr. 
G. E. Konjetzny. Prof. Dr. Hans T. 
Junker. Prof. Dr. Gerard Kiintscher. 

Informagaes e registro para os cursos de pos- 
graduacao serao recebidas até 1 de Julho de 

1952 e devem ser dirigidas ao Prof. Dr. Albert 

Lezius, Universidade de Hamburgo, Diretor do 

Departamento Cirurgico, Hamburgo-Eppendor(, 

Alemanha. 


SCIENTIFIC EXHIBITS 


Those desiring to present scientific exhibits at the 1952 National Assembly 
of the United States Chapter, International College of Surgeons, to be held on 
September 2 to 5 inclusive at the Conrad Hilton Hotel, Chicago, are requested 
to communicate with H. R. Heberlein, Director of Scientific Exhibits, Jackson 
Clinic, 16 South Henry Street, Madison 3, Wisconsin. An application blank listing 
items of information requested (title and nature of exhibit, equipment to be used, 
space requirements, etc.) will appear in successive later issues of the Journal. 


t 


— 


Zi 
h 
di 
li 
Ol 
t] 
St 
tl 
re 
6: 
of 
Si 
762 


nte 


iga 
por 
elo 


en 


ja- 


ico 


es 


General News Notes 


University of Wisconsin Research Work- 
ers Develop New Technic to’ Produce Coen- 
zyme A: University of Wisconsin scientists 
have worked out a new technic for the pro- 
duction of pure coenzyme A, an important 
link in the vitamin machinery of the human 
body. Coenzyme A has been available previ- 
ously in very minute amounts, one one- 
thousandth of a gram or less. Wisconsin re- 
search workers have ended this period of 
scarcity, and relatively large quantities of this 
essential chemical are now available. The new 
process makes possible the isolation of coen- 
zyme A from ordinary brewers’ yeast. All 
the principal laboratories in the country have 
received gifts of the new product. 


Joint Congresses Scheduled in Rio de 
Janeiro in August on Tuberculosis and other 
Diseases of the Chest: The Twelfth Con- 
gress of the International Union Against 
Tuberculosis and the Second International 
Congress on Diseases of the Chest sponsored 
by the Council on International Affairs, 
American College of Chest Physicians, will 
be held in Rio de Janeiro, Brazil, Aug. 24-30, 
1952. Both Congresses will be held under the 
Presidency of Professor Mancel de Abreau. 
Dr. Reginaldo Fernandes will serve as Gen- 
eral Secretary. The Honorable Getulio Vargas, 
President of Brazil, has accepted the Honor- 
ary Chairmanship of the Congresses. 

Physicians who wish to present papers on 
tuberculosis at the Rio Congresses are re- 
quested to write to Professor Etienne 
Bernard, Secretary General, International 
Union Against Tuberculosis, 47 Rue de 
Courcelles, Paris, France, and those who 
wish to present papers on nontuberculous 
diseases of the chest (heart and lung) should 
communicate with Dr. Andrew L. Banyai, 
Chairman, Council on International Affairs, 
American College of Chest Physicians, 112 
East Chestnut Street, Chicago 11, Illinois. 
For further information about the Congresses 
write to Mr. Murray Kornfeld, Executive 
Secretary of the American College of Chest 
Physicians, at the Chicago address. 


Scientific Director Appointed for National 
Cancer Institute: Dr. G. Burroughs Mider 
of Rochester, New York, has been appointed 
Scientific Director at the National Cancer 


Institute of the National Institutes of Health, 
according to an announcement on March 5 
by Surgeon General Leonard A. Scheele of 
the U. S. Public Health Service. Dr. Mider 
has been professor of cancer research and 
co-ordinator of cancer teaching in the School 
of Medicine and Dentistry at the University 
of Rochester. The National Cancer Institute, 
Surgeon General Scheele said in his announce- 
ment, proposes to undertake new research 
along several lines of approach in the 
Clinical Center of the National Institutes 
of Health. 


Eighth Australasian Medical Congress: 
This congress will hold its meeting in Mel- 
bourne, Aug. 22 to 29, 1952. An invitation 
is extended to interested members to present 
papers in the various departments of medi- 
cine. Those interested are requested to address 
their correspondence to 426 Albert Street, 
East Melbourne, C.2, Victoria. 


Research on Experimental Animals Aiding 
Fight Against Heart Disease: According to 
a release from the National Society of Medi- 
cal Research, approximately 170 cardiovascu- 
lar research projects involving the use of ex- 
perimental animals are included in the Na- 
tional Heart Institute’s research grants pro- 
gram of Federal support for scientific studies. 
This statement appeared in an article by the 
Director of the Institute, Dr. C. J. Van Slyke, 
“Animals in Heart Research,” published in 
the January-February issue of the Bulletin 
of the National Society for Medical Research. 

Among examples of current heart research 
under way in which the exprimental animal 
is of prime requisite to the project, Dr. Van 
Slyke mentions a technique developed toward 
the eventual repair of defects of the muscular 
wall inside the human heart. Such defects 
have been closed in the hearts of dogs with 
two part plastic buttons. 

The National Heart Institute, according to 
Dr. Van Slyke, has currently allocated ap- 
proximately $80,000 in grants for research 
on the perfection of an artificial heart, or com- 
bination heart-lung machine. Such a machine 
would be invaluable in tiding over the circu- 
lation of the blood in patients undergoing 
critical heart and chest surgery. 
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New Books 


The Essentials of -Modern Surgery. By 
R. M. Handfield-Jones and Arthur E. Porritt. 
Edinburgh: E. and S. Livingstone Ltd., 1951. 
4th ed. 1,263 pp., with 641 illustrations. 

This fourth edition of The Essentials of 
Modern Surgery is notable for the same fine 
qualities that were responsible for its original 
success. The present volume is well classified 
into fifty-one distinct sections, each part pre- 
senting the discussion of related conditions 
entities frequently encountered by the sur- 
geon. The presentation is so orderly as to 
leave little possibility of confusion. 

The work is a veritable font of modern 
knowledge of surgical anatomy, diagnosis and 
therapeutic procedures. It is well-nigh im- 
possible in a limited space to recount its many 
merits, but it can be stated that the material 
is given as wide a discussion as possible, con- 
sidering its multiphasic nature. 

This edition, like the previous editions, 
embodies many excellent reproductions of 
photographic and diagrammatic illustrations. 
Several graphic color plates also embellish 
the work. 

A complete and helpful subject index of 
28 pages concludes this worthy contribution 


to modern surgical literature. The book can 


be unreservedly recommended as a single- 
volume reference indispensable to the student 
of modern surgery. 


The Temporomandibular Joint. Edited by 
Bernard G. Sarnat, Springfield, Ill.: Charles 
C Thomas, Publisher, 1951. 

This monograph embodies the material pre- 
sented as a postgraduate course at the Uni- 
versity of Illinois College of Dentistry in April 
and May 1949, and again in December 1951. 
It is intended not as a complete review and 
summary of the subject but as a basis for 
critical evaluation of the literature and as a 
stimulant for further study. 

The temporomandibular joint is considered 
from the following aspects: (1) the anatomic 
and functional nature of the masticatory 
apparatus; (2) the development and growth 
of the jaws and face; (3) the histologic, 
pathologic and experimental aspects; and (4) 
treatment through corrective dentistry. 

The subject matter is orderly and well 
presented. Discussions of both accepted and 
controversial points are thorough without 
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being redundant. The illustrations (photo- 
graphs and line drawings) are pertinent and 
well placed in relation to the text. 

Such a monograph as this is always more 
than welcome. It can be highly recommended 
to both physicians and dentists. 

ALLAN B. HIRSCHTICK, M.D. 


Uber die Réntgenologischen Darstellung- 
sméglichkeiten des Weiblichen Genitalap- 
parates mit Hilfe Von Jod6l und Jodsol (on 
the Roentgenographic Visualization of the 
Female Genital Tract by Means of Iodized 
Oil or Iodized Sol). By J. Erbsloh. Stuttgart: 
Georg Thieme, 1951. Pp. 74, with 64 illus- 
trations. 

The first part of this monograph contains 
the physical-chemical basis of the different 
contrast media that have been used in hystero- 
salpingographic studies. This part describes 
experiments with different fluids that have 
various viscosity or surface tension. The 
author postulates that a contrast medium 
used in uterotubographic procedures must be 
free from danger and should not cause any 
irritation when it reaches the peritoneal cav- 
ity. Furthermore, the medium must be able to 
get into close contact with the endometrium 
or the endosalpinx and should have the same 
affinity to these mucous membranes as water. 
It also should be of low viscosity, because the 
pressure with which the solution is injected 
into the uterus is in direct proportion to the 
viscosity of the medium; the greater the vis- 
cosity, the more difficult is visualization of 
the tubes. 

The author then subdivides such media into 
oily substances, such as lipiodol (Lafay) or 
iodochlorol (Searle), and water-soluble sub- 
stances, but states that he found both unsatis- 
factory for various reasons. He then intro- 
duces a new medium, manufactured by the 
German pharmaceutical firm Schering under 
the trade name “hepatoselectan,”’ which repre- 
sents a sol and is said to be free from irrita- 
tions and to have a specific affinity to mucous 
membranes. 

In the second part of this study the clinical 
results are given, accompanied by excellent 
pictures. It seems that the new medium has 
low capacity and thus does not cover up 
pathologic processes within the uterus. It 
also seems to have the advantage of entering 
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easily into a narrow tubal lumen; further- 
more, it disappears from the peritoneal cavity 
within twenty-four hours. 

The paper and the print are of prewar qual- 
iv, and the roentgenograms reproduced are 
niost instructive. The booklet is highly recom- 
pended to the gynecologist who is interested 
in uterotubography and who is able to read 
«erman. 

WERNER STEINBERG, M. D. 


Textbook of Orthopedics. By M. Beckett. 
‘foworth. Philadelphia: W. B. Saunders Com- 
vany, 1951. Pp. 1,111, with 463 illustrations. 

This book is the composite effort of several 
-uthors and represents a comprehensive cov- 
-vage of the field. 

The book is divided into four sections. The 
‘ntroduction and the basic principles of ortho- 
pedic practice are covered by a history of 
orthopedics from ancient times to modern. 
There is also an exposition of the anatomy and 
physiology of the musculoskeletal system, with 
emphasis on methods of examination and 
diagnosis. 

Treatment is divided into several phases 
and many valuable points are brought out 
with regard to radiotherapy, physical therapy 
and occupational therapy, as well as the usual 
orthopedic procedures. 

It is interesting to note that Dr. Howorth 
has taken cognizance of obesity and posture. 
His chapter on the spine is extremely inter- 
esting, and the chapter by Dr. J. William Lit- 
tler on the hand and wrist also makes inter- 
esting reading. 

Each region of the body is covered in a 
separate chapter. Considerable attention is 
given to congenital deformities and to infec- 
tions producing orthopedic conditions. The 
chapter on trauma as caused by orthopedic 
conditions is well illustrated and contains in- 
teresting reading. The sections on neurology 
related to orthopedic practice, written by Dr. 
Fritz J. Cramer, is extensive and well organ- 
ized. The book should be in every orthopedic 
surgeon’s library. It is an excellent reference. 

HORACE E. TURNER, M.D. 


Prosopologie et Myopsychotherapie faciale. 
By M. Dugast-Rouille. Paris: G. Doin et Cie, 
1951. Pp. 100, with 10 classifying tables and 
2 illustrations. 

This work will prove invaluable to all plastic 
surgeons. It deserves careful study and should 
be consulted frequently also by psychiatrists. 
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By the term “prosopologie’ is meant the 
study of the face, its anatomy, its structure 
and the relation existing between its shape 
and characteristics with the mentality and 
character of the individual person. 

This contribution deals in detail with facial 
anatomy and the physiology and the conclu- 
sions to be derived therefrom with regard to 
diagnostic and therapeutic indications. 

Ermiane, in a study of the subject, concerns 
himself only with the muscles; Carman in- 
vestigates the bones, cartilages, vestibules, 
foramens and surrounding connective tissue. 
The author of this monograph has combined 
both methods and supplemented them with 
his wide clinical experience. 

In studying the muscles of the face, which 
he approaches individually, he considers them 
from the points of view of anatomy, insertion, 
physiology, direction of contraction and the 
results are morphologic consequences of their 
contraction, whether voluntary, involuntary 
or permanent. 

The face presents about thirty muscles that 
contract rapidly in response to the weakest 
nervous stimulation, often without the sub- 
ject’s being conscious of it. 

In connection with the descriptions, the 
author presents tables of the muscles that 
constrict and of those that dilate the sensorial 
orifices—eyes, nose, mouth and ears. This is 
highly interesting and instructive. 

The monograph deserves careful study and 
will prove useful to all who are interested in 
plastic surgery. It is the result of much study 
and deserves wide recognition. 

A. H. HEINECK, M.D. 


Carcinoma of the Breast: Symptoms and 
Diagnosis. By River, L. P.; Silverstein, J., 
and Dolehide, E. F., J. Iowa State M. Soc. 
41:481, 1951. 

Physicians should instruct their patients in 
self-examination of the breasts and should 
insist on surgical biopsy whenever they dis- 
cover signs that are in any way suggestive of 
mammary carcinoma. 

Carcinoma confined to the mammary gland 
presents some symptoms in common with 

enign tumors. Only by surgical biopsy can 
the diagnosis be made with sufficient accuracy 
to indicate adequate definite treatment. 

Extensive resection of the breast, muscles 
and axillary contents is employed when it is 
considered that hope of cure exists. 

EDMUND LISSACK, M.D. 
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Abstracts from Current Literature 


The Elderly Primigravida. Hawkins, R. J.; 
Foley, W. E, Jr., and Tierney, T. M.: West. 
J. Surg., Gynec. & Obst. 59:1, 1951. 

The authors state that “nature has endowed 
women with the privilege of bearing children 
over a span of many years, from adolescence 
to advanced middle age.” This article is a 
review of cases observed over a thirteen-year 
period from the Department of Obstetrics and 
Gynecology, Stritch School of Medicine, 
Loyola University, and St. Anne’s Hospital. 
The total number of patients over 35 con- 
secutively studied was 383. 

There is no uniformity of opinion as to the 
age at which a woman becomes elderly from 
the standpoint of childbearing. Most authors 
select the age of 35. This material, studied 
during the period from Jan. 1, 1937 to Dec. 
31, 1949, included 30,337 deliveries at St. 
Anne’s Hospital. The patients, 13,062 were 
primiparas. The number of primiparas 35 
years of age or older was 383, 1.2 per cent 
of the total and 2.8 per cent of the primi- 
parous patients. The present series year by 
year shows the number of primigravidas to 
diminish, so that at the age of 35 years 106, 
or 27.6 per cent, of these patients are en- 
countered and at the age of 43 only 4, or 1.1 
per cent. 

It is obvious that a patient 35 years of 
age and married one year has a greater pos- 
sibility for repeated pregnancies than has a 
patient 38 years of age married fifteen years. 
The closer a woman brings her pregnancy to 
term, the lower is the fetal mortality rate, 
both stillborn and neonatal. Three hundred 
and sixty, or 93.9 per cent, of this group 
carried their pregnancies to term; only 4 
failed to reach the thirty-second week of 
pregnancy. Three hundred and thirty de- 
liveries were accomplished through the birth 
canal, and 27 pregnancies were terminated 
by cesarean section. 260 of 330 cases delivery 
took place through the birth canal and labor 
lasted less than twenty-four hours. 

Complications.—The author states that it 
seems reasonable to assume that advancing 
age would increase the toxemias and medical 
complications of pregnancy. There were 82 
complicating factors present in this series of 
383 women. 

Morbidity.—Morbidity incident to cesarean 
section occurred in 7 cases, or 11.1 per cent; 
morbidity incident to vaginal delivery, in 14 
cases, or 3.65 per cent. 


Maternal Mortality.—There were 3 mater- 
nal deaths; the causes were listed as (1) 
abdominal pregnancy, (2) coronary occlusion 
and (3) postoperative sepsis and peritonitis. 

Fetal Mortality.—All still births and neo- 
natal deaths are included. There were 11 still 
births and 5 neonatal deaths. The still birth 
mortality rate was 2.6 per cent, which is 
slightly higher than the hospital figure for 
the same period of years (2.2 per cent). The 
incidence of neonatal death was 1.6 per cent 
(6 deaths), which is lower than the hospital 
figure of 1.8 per cent. 

The author states that a woman who brings 
her pregnancy to term without severe com- 
plications usually will not have too much 
difficulty with vaginal delivery because of age. 

The tendency to increase the incidence of 
cesarean section in the upper age brackets 
is not without danger to the mother. The 
author states that 2 of his maternal deaths 
resulted from operative complications. 

GILBERT DouGLas, M.D. 


Five Cases of Cerebral Arterio-Venous 
Aneurysm with Carotid Ligation (Cingue 
casi di aneurismi arterovenosi cerebrali 
trattati con legatura della carotide). 
Maspes, P. E., and Kluzer, G.: Minerva 
Chir. 6:311, 1951. 

Aneurysms of the cerebral vessels are said 
to be congenital and consist of anomalous 
communications between an artery and a vein 
by short vessels or, more often, arteriovenous 
fistulas. That these lesions are relatively rare 
is attested by the statistics of Cushing and 
Baily, who reported 9 cases in among 1,522 
cases of intracranial tumor. Sixty cases of 
arteriovenous aneurysm were observed in 
3,206 cases of brain tumor reported by Olive- 
crona. 

The lesions are more common in the male, 
than in the female, occur in the third decade 
of life and affect equally the external and 
internal carotid vessels. 

The symptoms are convulsive seizures of 
the Jacksonion variety and evidence of sub- 
arachnoid hemorrhage, such as_ hemiplegia 
and retinal bleeding. Auscultatory souffle is 
another manifestation symbolic of arterio- 
venous aneurysm. 

Roentgenographic and arteriographic 
studies and pneumoencephalograms may help 
in establishing the diagnosis. However, re- 
peated episodes of transient intracranial 
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hemorrhage may be pathognomonic of arterio- 
venous aneurysm in a limited number of 
cases. 

As for the treatment of arteriovenous 
aneurysm, the author agrees recommends 
Dandy’s carotid ligation. He deprecates too 
rapid occlusion of the carotid vessel; hemi- 
plegia ensued in 2 reported cases. The pro- 
cedure recommended is Matas technic. The 
common carotid has never been transected by 
the author, because of the possible embolic 
sequelae. No early or late neurologic symp- 
toms were observed in the 5 cases in which 
authors performed ligation. Their excellent re- 
sults compare favorably with those of the 
surgical therapy of arteriovenous aneurysm 
performed by contemporaries in the neuro- 
surgical field. 

S. L. GOVERNALE, M.D. 


Sympathectomy for Hypertension. Chris, 
S. M.: Brit. M. J. 1:665, 1951. 

The authors selected 35 patients for thoraco- 
lumbar sympathectomy. Their criteria for 
selectivity were as follows: The patient must 
be under 55 years of age, the diastolic blood 
pressure must be over 100 mm. of mercury 
and the systolic preferably over 200 mm. 
There should be definite symptoms referable 
to hypertension; the patient must not be in 
cardiac failure; the blood urea level must 
be under 50 mg. per hundred cubic centi- 
meters, and the urea clearance should be more 
than 50 per cent of normal. If there had been 
a previous cerebral vascular accident, recov- 
ery must have been satisfactory. The hyper- 
tension must be labile, with a fall in blood 
pressure at the diastolic level of at least 20 
mm. of mercury. Papilledema is a definite 
indication for surgical intervention, provided 
the other criteria are met. 

At present the preferred technic is trans- 
pleural thoracotomy and sympathectomy. The 
approach has been used 41 times on 21 pa- 
tients. The chain from the sixth thoracic 
ganglion to the first lumbar ganglion inclusive, 
together with the splanchnic nerve, is exposed 
and resected through a thoracotomy wound, 
with resection of the eighth rib. Occasionally 
the adrenals are explored when indicated. 

In 6 of 24 patients there was maintained 
a significant fall in the blood pressure level 
after the operation. Of 11 patients with 
malignant hypertension, only 2 maintained a 
significant fall in blood pressure. From the 
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standpoint of relief of symptoms the results 
were somewhat better. Sixteen of the 24 pa- 
tients with essential hypertension were im- 
proved, whereas 4 of the patients with malig- 
nant hypertension were improved. 

The usual postoperative complications inci- 
dent to thoracotomy wounds and major 
operations were encountered in some of the 
cases. At present, in a total of 68 operations, 
the mortality rate has been 1.5 per cent. In 
the author’s opinion the operation is of con- 
siderable value for a limited group of patients 
with hypertension. 

Morris T. FRIEDELL, M.D. 


Preventive and Conservative Treatment of 
Osteochondrosis Dissecans. Novotny, H.: 
Acta Orthopaedica Scandinavica 21:40, 
1951. 

The specific cause of osteochondrosis dies- 
secans has not yet been conclusively demon- 
strated. The author attempts here to sub- 
stantiate the theory of Ribbing, in whose 
opinion this condition is associated with the 
presence of accessory osseous nuclei at the 
epiphyses, to which may be added a super- 
imposed trauma. The author further assumes 
the existence of a “pre-state’” or incipient 
stage of osteochondrosis dessicans, at which 
time the condition can be treated successfully 
by immobilization in plaster of paris. This 
stage occurs only in childhood and can be 
detected by careful roentgen examination. 

Six cases are reported; the patient’s ages 
ranged from 2 to 21 years. Of the joints 
involved, 4 were knees, 1 an elbow and 1 an 
ankle. In 5 of the cases there was complete 
regression of symptoms, as well as roentgen 
evidence of healing after immobilization in 
plaster. These cases were all classified as 
demonstrating the “pre-state’” form. The pa- 
tient in the sixth case, a 21-year-old: woman 
with involvement of the talus, showed com- 
plete disappearance of symptoms but no im- 
provement roentgen study after immobiliza- 
tion. 

From the standpoint of therapy, the author 
is convinced that, not only in “early cases” 
but in all cases in which there is no displace- 
ment or great mobility of the necrotic ossicle, 
this condition should be treated conserva- 
tively by immobilization in plaster. Surgical 
treatment is resorted to in those cases in 
which the loose body is displaced or in which 
conservative measures have failed. 

ALLAN B. HIRSCHTICK, M.D. 
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In Memoriam 


LIEUTENANT COLONEL H. E. 
MURRAY, I.M.S. (Rtd.) 


MD., M.CH., F.R.C.0.G., F.I.C.S. 


The British Medical Journal reports the 
sudden death on December 9 at the Victoria 
Hospital, Cork, Ireland, of Lieutenant-Col- 
onel H. E. Murray (late I.M.S.), of Castle- 
townshend, Co. Cork, aged 62. A son of the 
late Mr. Edward James Murray, of Dundrum, 
Co. Dublin, Herbert Edward Murray was edu- 
cated at St. Stephens Green School and Trin- 
ity College, Dublin, where he graduated M.B., 
B. Ch., and B.A.O. in 1913. After a period as 
house-surgeon at the Royal Victoria Eye and 
Ear Hospital in Dublin and a trip to Australia 
as ship surgeon in the liner Orontes, he joined 
the R.A.M.C. in September, 1914. From No- 
vember of that year until early 1916 he served 
in the Ypres salient as M.O. to his battalion 
of the Queen’s Westminster Rifles. Trans- 
ferring to the Indian Medical Service, he had 
further war experience in the Northwest 


Lt. Colonel H. E. Murray, C.I.E. 
I.M.S. (Rtd.) F.I.C.S. 


Frontier Province, and afterwards held vari- 
ous medical military posts in India and Hong 
Kong until 1925, when he transferred to the 
civil side of the I.M.S. in Bengal. Returning 
to Trinity College on study leave he received 
his M.D. degree in 1929 and M.Ch. in 1930. 
Thereafter he held a number of important 
appointments in Calcutta, including those of 
superintendent of the Presidency General 
Hospital, professor of midwifery and gyne- 
cology to the Medical College, and first sur- 
geon to the Eden Hospital. 

Colonel Murray became a Fellow of the 
Royal College of Obstetricians and Gynecolo- 
gists in 1940 and was created a Companion 
of the Indian Empire in 1944. After retiring 
from the I.M.S. he held the post of senior 
obstetrician and gynecologist at the Leicester 
General Hospital for a time, but later he went 
back to India, returning to Ireland about a 
year ago. He founded a good private practice 
in Castletownshend and was appointed gyne- 
cologist to the Victoria Hospital, Cork. 

Colonel Murray was made a Fellow of the 
International College of Surgeons in 1946. 


BERNARD N. GOTTLIEB 
MD., F.I.C.S. 


Dr. Bernard Norman Gottlieb of Brooklyn 
died on January 30 at the age of 52. He was 
a specialist in Ear, Nose and Throat and 
Plastic Surgery on the attending staffs of 
Cumberland and Ocean Hill hospitals and the 
courtesy staffs of Prospect Heights, Kew 
Gardens General, and Manhattan General 
Hospitals. 

Dr. Gottlieb graduated from New York 
University with a B.S. degree in 1920 and 
from the Medical College of Virginia in 1925. 
He served his internship at City Hospital, 
Welfare Island, and Holy Family Hospital, 
Brooklyn, and did postgraduate work at New 
York Postgraduate Hospital and Medical 
School. He was a Diplomate of the American 
Board of Otolaryngology. He became a Fel- 
low of the International College of Surgeons 
in 1947. 
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